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Little research has been done to identify effectiveness
in nursing practice.
nursing practice.

This is especially true in home care

Nurse leaders and educators express

concern for effectiveness,

and the profession seems to be

advancing in the development of that body of knowledge.
The purpose of this study was to examine effectiveness
in home care from the perspectives of those intimately
involved with its enactment:
supervisor,

the nurse,

the nurse

and the client.

Conceptually organized within the particular
philosophic context of the interpretive paradigm,

this study

employed the ethnographic methodology of focused interviews
as the main resource for gathering data.
Findings:

The definition of effective nursing was a

complex mixture of structure,

process,

v

and outcome

activities.

There were shared perceptions among the

subjects and subject groups
skills,

in this study about knowledge,

and personal qualifications and attributes of the

effective nurse.

There was also considerable agreement

about effective home care nursing behaviors which included a
range of complex clinical activities,
teaching,

communication,

and the ability to cultivate family involvement.

Each sample group also identified unique categories of
effective home care nursing behaviors based on its own
subjective view of ideal practice.

Effective care outcomes

were not readily identified by any of the groups except in
vague terms.
The implications

for nursing practice,

research were discussed.
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CHAPTER I

INTRODUCTION

During the past forty years,

nursing as a practice-

oriented profession has witnessed unprecedented development.
In tracing the evolution of recent influential movements
which have shaped the practice of contemporary nursing,
theory development with a concomitant increase in published
research is evident.

A major goal of research has been to

improve nursing practice which ultimately benefits the
persons who are the recipients of the care.
In this quest to improve nursing practice,

much

attention has been focused on the development of the wide
range and variety of skills nurses employ in care giving.
Affective,

psychomotor and cognitive domains of nursing are

being addressed by educational programs,
texts,

and journal publications.

research studies,

Inherent in this activity

is a striving for improvement within the profession,

i.e.,

a

striving for effectiveness.
As a multi-faceted discipline with many specialties,
nursing offers its practitioners a variety of career paths
or avenues
nursing,

in which they can practice.

Community health

which emphasizes nursing in the homes of clients,

is one specialty which has experienced a growth surge as a
demand for the re-orientation of health care in the U.S.

has

occurred.

As

influences

impinge

nation,

economic,

payers,

new approaches

legal,

and

social

on the delivery of health care

providers,
to

political,

and consumers have

improve the

in this

clamored

for

system of delivery.

Community Health Nursing

Community health nursing,
and comprehensive,
or diagnosis

and not

limited to

(American Nurses'

evolved to meet that demand.
the pre-Christian era,
nursing,

its modern
the

end

form,

of the

centuries

outside

and

illness

traceable

(Donahue,

recognized that

it

to

or home

1985).

In

acute

Long term

care
event

is

hospitals.

Infectious

Care

offered

of women and

of birth naturally extends
especially

often better cared

in the

Health promotion,

in the main,

facility.

illness,

population,

is,

of the twentieth

could meet the demand

and health conditions.

children around the

to be managed

has

required assistance with events

and disease prevention

the home.

roots

nineteenth and the beginning

living

of the

its

1986)

home health care was popularized between

as people

for better
teaching,

death,

general

a particular age group

Association,
With

is

community health nursing,

developed as people

surrounding birth,

a practice that

diseases

for

and

recovery phases

2

into

in the geriatric

in homes

surgical

than

in

problems

in the home.

began

In the present,

economically driven transformation of

the hospital-based health care delivery system is occurring,
and change has filtered through to home health agencies.
an effort to control skyrocketing costs,
discharged "sicker and quicker"
than previously.

In

patients are

from their hospital beds

Anecdotal evidence shows that acuity

levels of home care patients have increased and technical
procedures formerly reserved for in-patient treatment are
now routine in the home.

The general organization of

delivery of home care nursing is also changing as economic
constraints have forced agencies to consider alternatives to
traditional patterns of care giving which are costly and
time consuming.

The culture of contemporary home care

nursing includes new alternatives which provide
reimbursement by task as well as salary determination
factored by the number of visits a nurse makes per day.
These approaches co-exist with more traditional patterns of
care providing which are slowly giving way to the demands of
public and private payment systems.
home is in a state of flux?

Thus nursing in the

it is experiencing a

metamorphosis which often sees technical procedures
competing with human-to-human caring transactions for the
nurse *s attention.
Formerly perceived as the sacrosanct specialty which
allowed the nurse to be the vehicle for care,

yesterday's

community health nurses were less constrained by

3

bureaucratic and technologic demands.
seems to have changed,

Today,

and home care nurses

however,

that

face the

pervasive challenges present in most other specialties,

the

fragmentation of care giving and the dehumanization of the
client.

Social

In 1982,

Influences

the Tax Equity and Fiscal Responsibility Act

changed the way hospitals are reimbursed for patient care
services.

The goal was to increase efficiency and reduce

cost to Medicare.

In order to accomplish this,

specific Diagnostic Related Group
System

(PPS)

was created

(Shaffer,

(DRG)

the

illness-

Prospective Payment

1988).

This prospective

payment method required home health care professionals to
revise and update nursing practice as short hospitalizations
increasingly shifted acute care giving of elders
home.

into the

Economic mandates to ration care and technologic

demands that

increase

its complexity are now the

of community health nursing,

foundations

thus causing a general movement

away from community health nursing's stated goals of health
promotion,

disease prevention and family nursing.

The American Nurses'
of community health nursing,

Association's
however,

as

(1986)

definition

"a synthesis of

nursing practice and public health practice applied to
promoting and preserving the health of populations",

4

notes

that this type of practice is more than generic nursing
carried out in a non-hospital setting.

Currently,

however

because of economic and technologic transformation,
community health nursing is facing developments and trends
which challenge its philosophical essence
Reckling,

(Humphrey,

1988;

1989).

Juxtaposing the profession's concern for maintaining
its health promotion/preservation focus with the realistic
necessity of facing limitations
demands,

bureaucratic rules,

imposed by technological

demographic shifts,

and

economic constraints,

seems to challenge the practice ideals

of home care nursing.

Or does it?

There is evidence in the literature that suggests
that the dramatic increase in home-managed "high tech"
procedures and cost containment measures levied by third
party reimbursement systems,

especially the government

sponsored Medicare program and health maintenance
organizations,
(Anderson,

frequently dictate the nature of practice

1990;

Wilson and Rinke,

Harris,
1988).

1988;

Mattner,

Eligibility,

1988;

Smith,

1987;

length of service,

and indeed the very nature of service are all predetermined
by external criteria even before a client is seen by an
agency nurse.

Nursing in this context is challenging.

Superimposing the discipline's on-going concern for
individualization of care and effectiveness in practice adds

5

additional dimensions as nurses attempt to balance the
imperatives.

Background of the Study

Home care nurses are called upon to respond to a wide
variety of practice situations.

The ability to process and

respond to client's physiological data,
status,

cultural

and ethnic diversity,

socioeconomic
and developmental

needs while reacting to uncertain and ever changing
environmental data hallmark their practice,

and make it

distinct from nursing in more controlled and confined
settings.
nursing,

This ability reguires a broad knowledge base
as well

as the social

sciences;

it requires

conceptual

knowledge,

abilities,

in addition to technical competence.

perceptual and communication

There is unanimity among nurse educators,
and practitioners

agreement

leaders,

in espousing the ideal that home care

practice be of high standards and effective.
general

in

There

is also

in the specialty that a practice related

discipline should continually strive towards excellence.
The literature reflects that ideal,
professional
practice
direction
It

is

journals,

issues,

and articles

in

especially those concerned with

often give a nod of agreement

(Decker et al,

1979;

Kitson,

inconceivable to ponder that

6

1987;

in that

Salmon,

1989).

it might be otherwise.

Despite the goals and ideals of effectiveness
inherent in home care nursing practice,

to date there has

been no systematic research as to the characteristics of
this quality.

The scarce literature on effectiveness in

home care nursing is characterized by a lack of study
regarding this phenomenon
1990; Mattner,

1988).

(Harrington,

1988; Kenyon et al,

This is especially true in the case

of clinical study.
There is prevailing agreement about effectiveness as
a generic theme and goal inherent in practice.

To this end,

the American Nurses' Association's Standards of Practice for
Community Health Nursing (1986)
level competencies,

has defined minimal or entry

and has made explicit a baseline of

normative practice criteria.
Thus,

although effectiveness is elusive,

the nursing

profession is working to develop measurable criteria to
define it.

Definitions that currently exist reflect

abstractions and ideals.

If nursing is to face its task of

developing knowledge as a practice discipline,

its

researchers must engage in the selection and development of
knowledge from practice

(Visintainer,

1986).

Therefore,

is appropriate that effectiveness in community health
nursing be explored from the perspectives of those
intimately involved in its conduct.

7
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Purpose of the Study

It is the purpose of this study to examine
effectiveness

in home care from the perspectives of those

intimately involved with its enactment:
nurse supervisor,
interviews,

and the client.

the nurse,

the

Using ethnographic

this research seeks to establish from these

three distinct perspectives,

perceptions of effectiveness

in

home care nursing.
The specific research questions are:
•

What perceptions do nurses as agents have about
effective home care nursing?

•

What perceptions do nurse supervisors as coordinators
of the service have about effective home care
nursing?

•

What perceptions do clients as recipients of the
service have about effective home care nursing?

•

How do these perceptions of home care nursing
effectiveness compare and contrast?

SIGNIFICANCE

This research about perceptions of effective home care
nursing may have utility in both education and practice.
Exploring what nurses,
as

important attributes

nurse managers,

and clients perceive

in home-based care giving sheds

8

light on the phenomenon of effective community health
nursing practice.
As nursing struggles with the shifting burden of care
to community health,

it is important for practitioners to

understand effective practice and those qualities that
inform it.

The profession is struggling to find criteria to

rally around,

thus it would be helpful to know if those most

intimately involved with the conduct of home care nursing
share base line ideas about effectiveness.
A knowledge gap currently exists about effectiveness in
home care nursing.

A better understanding could help

faculty and clinicians alike.

Faculty could design

classroom and clinical learning to orient toward specifics
regarding effective practice,

clinicians could focus on

skill building to enhance effectiveness.

These efforts

should lead to a higher level of client care.

9

CHAPTER II

RELATED LITERATURE REVIEW

Effective home care nursing practice and the social
factors

influencing it have traditionally been discussed in

the literature as two distinct issues.
bureaucratic,

As social,

and demographic trends become

economic

increasingly

intertwined in the definition of home care nursing and how
it

is practiced,

this review includes an analysis of this

intertwining in order to establish a context for this study
The literature review will then explore the nursing
profession's efforts to define and measure effectiveness
clinical nursing in general,

in

and then examine how the

specialty of community health nursing,

in particular,

addresses the theme of effective home care nursing.

Social Factors

Today's community health nurse practices
evolving system of
by many factors.
of those

in a complex,

health care delivery which
Among the most influential

is affected

in the myriad

factors are the Medicare and Medicaid programs.

Passed in 1965 as Titles XVIII and XIX of the Social
Security Act

(Health:

United States,

1985),

they represent

an attempt by the federal government to assume a much
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stronger role in the financing and regulation of health
services in the U.S.,

and also to address concerns for some

type of national health insurance.
Organized under the Health Care Financing
Administration

(HCFA),

they are administered through a

complex set of relationships involving the private insurance
industry,
level,

government institutions at the state and local

and thousands of independent professionals and

providers of services
Medicare

(Davis,

(Title XVII)

1983).

provides medical and hospital

insurance to the recipients of Social Security benefits,
was instituted to protect the aged,

the disabled,

and

and those

persons with end-stage renal disease from the overwhelming
costs of major illness.

Coverage includes home care nursing

visits after hospital discharge.

Medicaid

(Title XIX)

provides joint federal and state assistance for low income
persons and their families through a core of inpatient and
outpatient services.

Both these programs were created and

implemented during the Great Society,

a period of economic

growth when social awareness was particularly sensitive to
the problems of the aged and needy.
Prior to the arrival of Medicare and Medicaid,
community health nursing was dominated by the care of the
poor and included services such as maternal and child health
clinics,

free immunizations,

and elderly at home.

and free visiting of indigent

Fundamental to that model was an
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orientation to individual and family coping ability,
motivation,

and concern for their social environment in

addition to physical care giving
However,

(Kent and Hanley,

since their inception,

1990).

federal reimbursement

programs have shaped home care policy and services,

and

drastically altered the traditional model of community
health nursing.

This is especially true in the case of

Medicare, which defines client eligibility,
kinds of services allowable,

regulates the

and also specifies that

physicians must certify care requirements for every client
whose care is reimbursed by Medicare

(Mundinger,

1983).

Concurrent with the development of the federal role in
health care financing,

there has been political energy

generating in the U.S.

to reduce the federal government's

central role in domestic social spending,

and also to

diminish the comprehensiveness of social welfare programs
including ones which provide for health care benefits.
Adopted by Presidents Reagan and Bush,

this philosophy

focused their administrations on the task of accomplishing
certain facets of these goals, while simultaneously
encouraging the private sector to assume more responsibility
for the welfare of the population
and Kargen,

(Atherton,

1990; Stoesz

1990).

During the 1960s and 1970s an atmosphere of entitlement
was expressed by consumers and health care providers alike
about Medicare and Medicaid.

There was also a general lack
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of awareness that both state and federal regulatory agencies
were alarmed by the projections for future spending,

and

were collecting data to initiate new controls over the
growth of these entitlement programs

(Gleeson et al,

1984).

During the 1980s the government altered the Medicare
program through a number of legislative and /or regulatory
changes.

These changes have had a significant effect on the

provision of home health care services during this period of
time,

and have very likely altered the practice of community

health nursing for many years to come.

Harris

(1990)

summarizes these changes and describes the home care
repercussions as community health nurses grapple with the
effects of reimbursement on practice.
The Tax Equity and Fiscal Responsibility Act of 1982
mandated the prospective payment system in acute hospitals.
Community nurses cared for patients who were discharged home
in the early recovery phases of illness.

The need for more

intensive services and the length of home visits increased,
while reimbursement remained the same.
The Peer Review Improvement Act

(1982)

mandated review

of care provided to Medicare patients in hospitals.

This

was extended to home health agencies in 1986 by the Omnibus
Budget Reconciliation Act.

The effect was that home health

agency records were requested for review,

increasing the

workload for office and professional staff.

No additional

federal dollars were made available for this activity.
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Nurses had to alter their charting to address administrative
needs.
The Diagnostic Related Groups

(DRGs)

(1983)

provided

fixed Medicare hospital payment for specific illness groups.
Hospitals could earn financial

incentives to decrease the

lengths of stay of its patients.

More patients were

discharged requiring more technologically acute and
complicated levels of home care after shorter
hospitalizations.
The Balanced Budget and Emergency Deficit Act
Rudman-Hollings)

(Gramm-

of 1985 required that the federal budget be

balanced through an annual reduction in the deficit.
health agencies experienced automatic cuts
rates that took 1% the first year and 2%

Home

in reimbursement

in subsequent

years.
In 1985 the standardized Medicare Plan of Treatment
Forms

(485,486,487

series)

were introduced by the HCFA.

Home care agencies incurred increased costs as well as
medical and technical denials of service claims after that
service had been provided.

During this period many home

care agencies had to continue to pay costs associated with
the services they provided and experienced deficits because
of the lack of reimbursement for those services.

Therefore,

many agency administrators experienced financial crises and
there was poor morale among staff.
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Productivity decreased

in 1985 and again in 1988 when these federal forms were
revised

(Harris,

1989).

With the government involved in health care delivery,
legislators,

the business community,

the general public and

private third party payers developed heightened awareness
that the costs of health care had persistently out paced
other elements of the economy.

Predictions by the HCFA that

by the year 2000 health care costs will comprise fifteen
percent of the Gross National Product,
which represents seven percent

compared to defense

(Haddon,

1990), has resulted

in an attitude of cost containment that has filtered into
the private sector.
systems,

The emergence of private managed care

organizations which seek to provide health services

in the least costly manner,

are one model with an

orientation toward cost control.

Managed care systems

include health maintenance organizations
preferred provider organizations

(PPOs).

(HMOs)

and

Their purpose is

to provide a comprehensive package of services while
maintaining gate-keeping authority over subscribers in terms
of access to services including that also affects community
health nursing.
Therefore,

the current environment in which community

health nursing is practiced is in flux and traditional
models of home health care are being challenged.

Home care

nursing has experienced a significant redefinition by public
and private administrators far removed from the activity of

15

care giving.

According to Rogatz,

(1989)

considerations of

access and quality have been sacrificed to those of cost,
and decades of hard-won social progress has been eroded by
an entrepreneurial approach.

Likening the current federal

mood to a philosophy of social Darwinism,

he suggests that

while key government third party payers have squeezed
hospitals with one hand,
providers with the other.

they have squeezed home care
The comprehensive nature of the

squeeze on community health nursing practice has been felt
on the institutional or administrative level as well as at
the level of the individual staff nurse.
From the organizational perspective,
nursing has changed considerably.
legislation,

home health care

Since Medicare

the delivery of home health services has

experienced a growth shift from health departments and
visiting nurse associations to a market driven industry
which includes non-profit and proprietary free-standing and
hospital based agencies.

The growth of these agencies was

explosive during the 1980s when the number of Medicarecertified agencies
1986

increased from 3022

in 1980 to 6005

(National Association of Health Care,

1986).

in

Cost has

become the key element that has driven public policy and in
turn the community health agencies
According to some observers,

1990).

this model encourages

divisiveness and fragmentation,
quality of care giving

(Trager,

and potentially a lower

(Humphrey,
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1987;

Rose,

1989).

Private and proprietary agencies are often larger in
size and are characterized by greater diversification of
services.

With cost and profit key considerations

underpinning service,
types of clients,

competition for clients,

acceptance of

types of services these agencies wish to

provide and the quality of that service all factor into the
case mix an agency might generate and service.
In a 1987 study,

Philips et al examined referrals to

public and private home care agencies over a period of one
year.

Although referrals were fairly evenly distributed,

the researchers noted differences with respect to care
delivered.

The public agency served a larger proportion of

indigent clients and provided more services per visit.
Whether these differences are significant and can be
extrapolated requires investigation as it may signal further
inequity in a health care delivery system that many already
perceive as discriminatory.
The influence of Medicare is also felt by the
individual community health nurse in practice.

Medicare

only reimburses for services that are curative or
restorative.

It also covers service when the need for care

is intermittent,

the patient's medical status is unstable,

and the nursing care is supervised by a physician.

Care for

chronic conditions that may be stable or deteriorating and
for which the goals of care may be to maintain the patient's
health status or prevent further decline is not reimbursed
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(Helburg,

1990).

Thus, home care expenses are not covered

for the majority of patients,

that is,

for the chronically

ill elderly who have functional status deficits.
A number of authors have spoken to the concerns of
Medicare non-payment for elderly home-based clients
(Auerbach,

1985;,

Davis,

1986;

Pera and Gould,

1989;

Zola,

1990).

changing U.S.

1987? Estus and Wood,

1989; Pasquale,

1990; Moyer,

1987; Swartzberg,

There is unanimity of concern for the

demographic profile which projects an increase

in elderly by the year 2000 to 35.1 million or 13.1% of the
population,

juxtaposed with the absence of an effective

policy for managing non-acute chronic health needs related
to frailty.
Because of recent changes in cost and reimbursement
configurations in Medicare payment,
health nursing practice has changed.

the focus for community
Continuity of care,

which was once the cornerstone of community health nursing
has given way to a push to "get in and get out",

and this

discourages the possibility of doing family appraisals,
health teaching,

and health behavior change that community

health nurses have always insisted is essential to practice
(Meyers,

1988).

With Medicare and third party payers emphasizing
episodic,

curative,

or restorative care which translates

into more technologically acute and complicated levels of
home care,

the orientation of home nursing has changed.
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Now

that home care is forced into a medical model of limited
task-oriented services driven by federal reimbursement
systems,

questions need to be asked and answered about the

use of those resources.
C.

Everett Koop,

(1989), past Surgeon General,

questions the use of our technology—driven reimbursement
system which is predicated on a social organizational view
of acute intervention rather than public health ideals which
encourage growing skepticism of technology as the sine qua
non of medical practice.
perception of its needs,

He makes a case for the public's
and a health care system that

should be responsive to that shift away from unconditional
acceptance and toward healthy doubt of high cost and the
limited results that technology may engender.
Besides raising the basic issue about the philosophic
essence of nursing and if it differs from the essence of
medicine,

and how practice from a nursing orientation

differs from that of medicine
1985? Rinke,

1988)

(Carnevali,

there are many additional issues

surrounding high tech home care.
1988 article,

1985; Henderson,

Leader and Liebig,

in a

challenge the assumptions that home care is a

blessing to patients and their families,

and that the home

is where that type of care should be given.

They ask for a

reassessment of high tech home care and raise multiple
women's issues such as women working outside the home,
sandwich generation women simultaneously caring for
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youngsters and elderly,

or already frail elderly spouses or

relatives forced into twenty-four hour a day care giving
roles.

These issues exist along with questions of equipment

failure,

quality of life for caretakers,

and caretaker

capacity.
Concerns about home care high technology are
exacerbated according to Haddad
Griffith

(1984),

and Rose

(1989)

(1988) , Handy,

(1988),

when the focus of cost

defines care giving around physically related tasks to the
exclusion of home management and comprehensive services that
are not reimbursed.

The challenge in high tech home care

should remain that of tailoring care to the individual
patient and family along with recognition of the patient's
human needs.

All these issues relate to the definition of

community health nursing and its effectiveness.
Much concern also exists for health-illness trends and
needs of the 1990s and beyond.

In addition to the concerns

of an increasing elderly population,

there are several

additional issues that need to be addressed.
*

The absence of a national health policy that involves
comprehensive health services for all
Maraldo,

*

(Rogatz,

1985;

1990).

The continuing high touch needs of high tech clients
receiving home care.

*

The increasing emphasis on funding care of acutely
ill patients, many of whom are dependant on
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technology for survival.

They can consume a

disproportionate amount of resources depleting
preventative and chronic types of care

(Ho,

1987)

The projections for huge increases in home—based care
giving to meet the needs of the AIDS epidemic.
•

The burden of paper work which restricts
productivity.
485,

486,

Since the introduction of the Medicare

and 487 forms,

nurses have been documented

as spending more time on non-visit activities
associated with filling out these federal forms
(Harris,

1989).

Effectiveness

Although there is a continually growing body of
literature devoted to the broad theme of nurse
effectiveness,

there is a dearth of nursing research which

investigates it in practice settings.

Considerable effort

has recently been devoted to the development of objective
and systematic measurement of effectiveness,

yet it

continues to remain an elusive concept just as it was at the
inception of modern nursing.
Soon after the turn of the century,
nurses'

associations,

the first state

striving to improve the educational

base for nursing and by extension improve patient care,
organized to work for legislation to secure the registration
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of nurses

(Bull,

1985).

of legal requirements:
professional training,

Resulting laws addressed four areas
1)
3)

preliminary education,
licensing,

and 4)

2)

registry.

None

of these criteria measured effectiveness however.
Bull

(1985), who has traced the history of quality

assurance in nursing found little was done in the decades
after that initial requirement was met to assure that
nursing care was effective.

Small and slow gains were made

in medicine by reform-minded physicians, but nursing did not
accomplish much substantive work in this regard until much
later.
"What is Good Nursing Care?",
1957,

an article by Kreuter in

posed a series of serious philosophic questions about

effectiveness to the nursing community.
dichotomization of care and cure,

Speaking to the

Kreuter aligns the

humanistic endeavor of caring with nursing,

and posits that

care is the catalyst that "changes nursing operations from
technically curative to personal services"

(p.304).

She

identifies the essence of nursing as its ministrations:
doing for a person that which he would do for
himself but is unable to do for a time or for
all times, performing these nursing measures
of personal and mental hygiene as he would if
he were able.
The basic ministrations in
nursing care are comforting measures that
contribute to the sense of well-being- being
there and seeing him, bathing, feeding,
toileting, dressing, listening to him, moving
and sheltering him, and feeling his feelings.
To comfort is an object of care.
Ministrations are the nursing measures from
which all other nursing operations can draw
comfort.
They are a way and a means to
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establishing mutual trust and confidence - a
sense of significance and self-worth.
This is
fundamental to "good" performance of all other
nursing operations, because all other
operations do not seem to be care - they may
be related to cure, but not to care in the
meaning of the word (p.303).

In 1959,

the American Nurses' Association published its

first statement on quality,
Qualifications.

Functions Standards and

Devoted to the development of structure

standards for practice,

this watershed publication resulted

in the profession's heightened awareness of the need for
attention to this issue.
In 1961, Abdellah appealed to the profession to develop
criterion measures which would be useful to 1)
nursing practice to improve patient care,

2)

modify

evaluate the

effect of nursing practice on patient programs,

and 3)

define and identify a nursing science

She argued

(p.

21) .

that criterion measures in nursing are crucial for
evaluating the effect of nursing practice on the patient's
progress as well as for clarifying the role of the
professional nurse.
In 1964,
care",

concerned for the "best possible

developed a process audit based on seven functions of

nursing care.
formal,

Phaneuf,

Describing the audit as a "systematic,

and written appraisal, by nurses,

of the quality of

the content and process of nursing service form care records
of discharged patients"

(p.

42),

purpose as service to patients,
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she emphasized its primary
not research.

In the early 1970s,

the American Nurses' Association

defined standards for general as well as specialty
practices.

These standards focused on the structure and

process of nursing activities.

By 1976,

the ANA formally

adopted a model for quality assurance which defines its
comprehensive vision of that activity.

Components of that

model include:
1.

identifying values,

since values determine

standards,
2.

identifying structure, process and outcome standards
and criteria,

3.

securing measurements needed to determine the degree
of attainment of standards and criteria.
Meisenheimer

(1985)

structure, process,

summarizes the concepts of
and outcome as follows:

Structure - arrangement and functional union
of the related parts in a combination that
forms a whole.
For audit purposes, may
include number, mix, qualifications, and
organizations of staff, equipment, material,
facilities and financial resources (p.338).
Process - whole or totality of service; includes
the outcomes, activities continuity, resources, and
population dimensions.
Process audit is evaluation
based on process measures (p. 336).
Outcome - end result of care; a measurable
change in clients
health status within a
specific period of management (p.336).
The 1970s witnessed an expansion in the very limited
literature on quality assurance,

but there were far more

discussion articles than actual studies of care
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(Bull,1985).

Literature on cost factors increased considerably during
this period.
One structure oriented research study was done by
Welches,

Dixon,

and Stanford

(1974).

Attempting to

"identify salient variables believed to influence the
performance of the staff nurse on the hospital unit"(p.402),
this ambitious study of 650 nurses sought "to determine how
different groups of staff nurses with similar profiles of
responses to variables will be rated by head nurses or
supervisors"

(p.402).

A few additional structural studies were accomplished
during this period.

Related to the on-going debate of

nursing's educational diversity and appropriate preparation
for practice,

these published studies sought to link

effectiveness

in nurse education with job performance.

The

following studies are typical of that genre.
Charmings and Treevan

(1979)

administered a

questionnaire to deans of associate and baccalaureate degree
nursing programs asking them to rate graduates on expected
competencies.

Results were inadequate to identify whether

graduates of different programs perform differently.
Nelson

(1978),

among nurses,
baccalaureate,

interested in educational differences

conducted a study of 429 graduates of
diploma and associate degree programs.

The

researcher mailed a competency inventory derived from a
literature review to the graduates,
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and then mailed the same

scale to the graduates'
graduates'

performance.

supervisors asking them to rate the
Perceptions of competencies

differed among the nurses and their supervisors.
In both these studies,

the authors discussed how

perceptions of the participants influence questionnaire
responses,

and the limitations of such research on

illuminating nurse performance.
Adding to the discussion and debate around entry into
practice and whether it is related to job effectiveness,
McCloskey

(1983)

developed a multiple regression study to

determine whether nurses with different educational
backgrounds differ in job effectiveness.
programs as the independent variable,
as the dependant,

Using educational

and job effectiveness

the researcher asked head nurses to rate

staff nurse job effectiveness.

From her results,

the author

concluded a further investigation of career motivators and
specific nursing skills including technical,
leadership

teaching,

and

should be identified prior to conducting more

research on these variables.
In 1988,

McCloskey and McCain conducted a study which

examined how several variables affected performance over
one,

six,

and twelve month intervals.

Analysis of the data

led the authors to the conclusion that nursing needs to
examine a wide variety of variables over time to determine
if causal relationships with performance actually exist.
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Measurement of nursing effectiveness was advanced
considerably with the publication of two instruments of
process measurement by Wandelt and Slater
and Ager
(1975)

(1976).

(1975)

and Wandelt

The Slater Nursing Competencies Scale

is a research instrument consisting of eighty-four

items which measures the "quality of performance expected of
a first level staff nurse"
authors,

(p.49).

According to its

the scale

was developed to provide measurements of the
competence of a nurse in utilizing and
adapting skilled performance to unique needs
and circumstances of care.
It is because the
quality of performance of the nurse must be
judged in relation to her (sic) competence to
accommodate to unique situations that the
person doing the measurement must be capable
of making judgements about the quality of
performance in relation to the many aspects of
the circumstances in which the actions are
performed (p.46).
Qualpacs,

the Quality Patient Care Scale

Wandelt and Ager originates

from the Slater Scale.

consists of a rephrasing of that instrument's
measure the quality of care.

(1976)

by
It

items to

"It is designed to evaluate

the quality of nursing interactions and interventions
received by patients while the care is

in progress"

(p.33).

Both instruments depend on the use of trained observerraters

for measurement.

Another means of monitoring nursing quality,
emphasizing the process oriented approach,

is the Rush-

Medicus Methodology for Monitoring the Quality of Patient
Care

(Hegarvy and Haussmann,

1975).
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Underpinning the

development of this tool is the authors' proposition "that
the most valid measure of the quality of nursing care is
that which focuses on the nursing activities performed in
the actual delivery of nursing care to the individual
patient"

(p.18).

Despite the fact that these three tools signify
progress toward a comprehensive methodology for monitoring
effectiveness of hospital based nursing care,

a review of

the literature revealed little actual use of them in
published clinical studies.
Concerned for the issue of interrater agreement among
individuals who have the responsibility for collecting data
using instruments which measure quality of care, Ventura et
al

(1980)

conducted a study which examines interrater

reliability.
(Qualpacs)

Selecting the Quality Patient Care Scale

(Wandelt and Ager,

1974)

Monitoring Quality of Nursing Care
(Haussman and Hegarvy,

1975),

and the Methodology for
(Rush-Medicus Instrument)

they examined

raters using

these two instruments which purport to measure the quality
of nursing care.

Results of this study suggest that raters

experience inconsistency when observing and discriminating
among levels of nursing care.

Recommendations include

attention to the training raters receive before evaluation,
and resolution of a variety of problems associated with data
collection before the tools are used in subsequent study.
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In 1978,

Schirwan’s federally funded study evaluating

the performance of nurses made use of the Six Dimension
Scale of Nursing Performance.

After developing the scale,

Schirwan administered it to graduates of one hundred fiftyone randomly-selected,

state approved schools of nursing.

The goal was to compare the performance of promising
graduates as identified by their nursing schools with nurses
not so identified on the basis of self and supervisor
appraisal.

Results identified some differences in some

practice domains based on educational preparation,

and no

differences in others.
In 1984,

Larson,

seeking to identify nurse caring

behaviors that fall within the realm of demonstrated nurse
competence,

studied the perceptions of patients with cancer.

Operating from the assumption that "caring is the essence,
the very core of nursing"

(p.46),

this research employs a

quantifiable approach to measurement of caring competency.
Disappointingly for the researcher, patients in this study
rated as most important "competent clinical know how," and
least important "certain nurse caring behavior."

This study

is interesting as it provides a representative example of
ontological oscillation,

seeking to apply quantitative

measurement to a spiritual,
McCloskey and McCain

philosophic quality.

(1988)

conducted a comparison

study of the results of four sets of performance data from
two previous studies which used the same instrument to rank
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skills in acute care nurses.

Citing the formation of

several national groups concerned with defining competencies
for different types of nurses,

they justify their particular

study in reference to that context.

The authors speak to

the lack of this type of study in nursing and make note of
the fact that research to date has generally assessed
people's biases about the performance of others,

rather than

measure actual performance of individual nurses.

Using

previously collected data, McCloskey and McCain measure
self-rated nurse performance and compare it with head nurse
rating across the Six Dimension Scale of Nursing
Performance.
Representing a paradigm departure from these
quantitative methodologies,

Benner

(1984)

constructed a

process study using the interpretive approach.

Interested

in exploring the knowledge which is located in the practice
of nursing,

she interviewed and observed nurses from acute

care institutions in an effort to understand practice.
Benner describes her study as follows:
This research has taken a dialogical stance,
and the point of inquiry has been to uncover
meanings and knowledge embedded in skilled
practice.
By bringing these meanings, skills,
and knowledge into public discourse, new
knowledge and understanding are constituted
(p.218).
Through the relating of dialogues recounting "paradigm
cases" and "exemplars",

Benner asserts that perceptual

awareness, underpinned by a knowledge base,
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is central to

good nursing.

She defines a schema for clinical nursing

embodying five developmentally sequenced stages of nurse
competency.
competent,

These include novice,
proficient,

advanced beginner,

and expert.

Her study also

conceptualizes seven domains of nursing which subsume what
she cites as an incomplete and evolving list of thirty-one
nurse competencies.

Benner's Domains of Nursing Practice

are:
*

The Helping Role

*

The Teaching-Coaching Function

*

The Diagnostic and Patient Monitoring Function

*

Effective Management of Rapidly Changing Situations

*

Administering and Monitoring Therapeutic
Interventions and Regimens

*

Monitoring and Ensuring the Quality of Health Care
Practices

*

Organizational and Work -Role Competencies

(p.46).

This study has revolutionized the discipline's thinking
about practice competency in the acute care setting.
Drew

(1986)

provides another example of a

phenomenologic inquiry into process evaluation.
in exploring patients'

Interested

distressing and nurturing encounters

with care givers in a 374 bed community hospital,

the

researcher conducted patient interviews using a schedule of
open-ended questions.

Through exploration of the lived

experience of hospitalized patients,
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the researcher

identified categories and patterns for emerging themes of
exclusion and confirmation.

Results illuminated the value

that "apart form all the complexities of a scientifically
and technologically advanced system of care,

the essence of

health care is still something that happens between people"
(P-43).
The use of outcome criteria to evaluate care,

of long

concern to the entire health care delivery system, was
reemphasized in the 1980s in an effort to control costs and
respond to HCFA mandates.

Lohr,

(1988)

identifies one

classic list of outcome measures as "the five Ds":
disease,

disability,

discomfort,

death,

and dissatisfaction,

and

suggests that these rubrics capture the range of outcomes
one might measure relative to the quality of care.
pursuing the construct of outcome,

In

nursing is developing

research to evaluate effectiveness of care.
Outcome studies in nursing can be traced back to 1962
when Aydelotte asserted that a causal relationship exists
between the pattern of nurse staffing and the welfare of the
patient.

This classic study identifies patient welfare as

the physical and behavioral characteristics that would
reflect a change condition.

No significance was identified

between the variables of nurse staffing and patient welfare.
The merit of this study lies in its early contribution to
the knowledge of outcome measures.
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The following two studies make use of both process and
outcome measurement and include use of the Slater scale.
Dyer, Monson,

and Cope

(1975)

expand the base of outcome

knowledge in a twelve month study which found the quality of
nursing care provided to psychiatric patients was positively
associated with overall ward atmosphere but unrelated to a
program of performance counselling used to assist nurses in
their jobs.
Felton's study

(1975)

evaluated primary nursing as the

condition under which nursing care is given on a pediatric
unit.

Resultant better quality of care received by patients

and increased clinical competency in the nurses were among
the findings.
Eichorn and Frevert examined primary nursing and
quality of care in 1979 in a longitudinal study utilizing
Qualpac scores.

The study yielded mixed findings with

significant increase in score for medical and burn patients,
but no change in score for surgical patients after
initiation of primary nursing.
Exploring the relationship of the eight versus twelve
hour shifts with the quality of care, Vik and McKay

(1982)

challenged the causal relationship between job satisfaction
and performance.

Looking at effect of care on the patient

and the lengths of nursing shift,

the authors established a

positive relationship between the eight hour shift and
quality of care patients receive.
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Seeking to assess patient satisfaction as a measure of
effectiveness,

Taylor, Hudson and Keiling

(1991)

conducted a

qualitative study employing an unstructured telephone
interview to discharged patients and family members in which
they asked participants to describe the meaning of quality
nursing care.

This study resulted in a defined base of

attributes relating to quality nursing.

Respondents

emphasized two major types to quality attributes:
practice attributes,

and 2)

nurse attributes.

1)

In addition a

small number of practice setting or structural attributes
emerged.
These studies,

rich and diverse in method and

underlying assumptions,

all share the commonality of being

referenced to the acute care hospital setting.
generally useful and tangentially related,

And while

they cannot be

extrapolated to the unique specialization of home care
nursing.
There is a great emphasis on measurement of all facets
of home care due in part to the consumer movement which
demands quality and also due to the current cost containment
paradigm.

A review of the literature however to isolate

research on effective practice yields little information.
High quality home health care in basic terms
means meeting the individual's physical,
medical, psychosocial, and rehabilitative
needs and effectively encouraging maximum
functional independence.
Quality of life and
the quality of care are strongly linked, but
neither can be easily measured (Harrington,
1988, p.165).
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Efforts to date emphasize discussion of the traditional
approach of assessing structure, process,

and outcome

measures to evaluate effectiveness in home care.
assessments which examine human,

staff,

Structural

and organizational

resources frequently speak to type of staff by educational
preparation and clinical competencies of that staff
1988? Kalnins,
Scrima,

1989; Kenyon et al,

1987).

1990; Mattner,

(Carey,

1988?

Process assessment includes types and number

of services offered as well as the care provided through
nursing activities and actions.

This area has received

great attention and many discussion articles could be found
expressing a great variety of opinions about the topic
(Albrecht,

1990?

1988; Griffith,

Buck,

1988? Fredrick,

1989? Kitson,

Micheletti and Shlala,

1987;

Sharp and Atkins,

Mitchell,

1989? Peters and Poe,

Schneider,

1989? Schmele,

Storfjell,

1989? Wilson,

1989;

1988?

1987? Schmele and Allen,

1990?

1986? Woerner and Phillips,

1989).

Outcome assessments include such parameters as death
rates,

readmission rates,

medical condition.

and changes in diagnosis or

Unfortunately,

at present, the home

health industry does not have the data necessary to quantify
effects on clients' health status as a result of home care
nursing services provided or not provided

(Wilson and Rinke,

1988) .
There is, however,

evidence which indicates great

interest in this endeavor,

and many sources were found which
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acknowledge the utility, value,
assessment
Rinke,

(Decker et al,

and need for this kind of

1979; Goeppinger,

1988; Wilson and

1988).

The issue of effective home care nursing practice is
illuminated by a scant four studies done between 1969 and
1990.
Highriter

(1969),

interested in examining the

relationship between nurse characteristics and patient
progress,

conducted a study of sixty-one nurses and one

hundred twenty-eight families.

Making the assumption that

family-centered, preventive and problem solving approaches
in a variety of socio-cultural settings is central to
community nursing, Highriter's sample of patients consisted
of two thirds with the shared attribute of a chronic disease
category, while one third were postoperative or post-trauma
referrals.

Nurses were evenly split as graduates of

baccalaureate or hospital based diploma programs.

Nurse

performance was measured on a four point scale over three
variables:

one,

the identification of family needs by the

researcher,

and two ratings of patient progress.

Findings

of the study include no statistically significant difference
in care given by baccalaureate and diploma nurse groups.
Performance rating covering the entire range of possible
scores were demonstrated by

the nurses,

showing both types

of nursing education were compatible with both good and bad
performance.
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Highriter did find certain personality variables as
measured by the California Psychological Inventory

(CPI)?

satisfaction with the choice of nursing as a career,
experience in the discipline,

and marital

positively related to nursing performance.

status all
This study makes

a contribution to the knowledge of nurse effectiveness since
it considered which variables make a significant difference
in community health nursing performance.
In 1981,

Koerner developed a quantitative rating of

nurse job performance using a sample of thirty-two community
health nurses.

Studying selected nurse attributes and

environmental variables,

Koerner's objective was to assess

the relationship between selected personal attributes and
environmental variables and
rating.

qualitative job performance

Utilizing eight separate instruments for

independent variables,

the dependant variable of job

performance was rated by the Job Performance Measure

(JPM)

which the researcher defined from an extensive literature
and the 1975 ANA Standards.
nurses'
care,

The JPM is applied to evaluate

documentation in the patient records after giving

and by extension rate the performance of that nurse.
Intrinsic nurse variables such as work experience and

knowledge of nursing content as well as environmental
factors such as supervisor's leadership behavior were linked
to positive job performance.

Koerner makes the assertion

that the nursing profession should focus on environmental.
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organizational,

and human relation variables when examining

quality of job performance.

Caution is suggested in the

correlation of job performance and charting,
perceived importance of charting,

as time,

and other issues prohibit

linking quality in charting and quality of care.
Effectiveness in community health nursing is further
analyzed by an historical study of the Metropolitan Life
Insurance Company Visiting Nurse Service
Hamilton

(1988).

(1909-1953)

by

Referencing the dual concerns for

escalating costs and quality care,

this inquiry uses history

as text in an effort to demonstrate the relationship that
exists between community health nursing and the social
issues of economics,
technology.

demographic shifts,

illness trends,

Using the case study method,

and

the researcher

describes the divergent points of view between leaders in
nursing and insurance management.

These viewpoints pitted

the issue of clinical excellence against the issue of cost.
By describing the outcome of decline and ultimate
elimination of the Visiting Nurse Service,

Hamilton offers a

message of caution to community health nurses of today.
Citing the need for balance between the opposing factions,
she makes an entreaty to nurses to become involved in
financial as well as clinical

issues.

Hamilton sees

parallels between the ill-fated Metropolitan Nurses and
contemporary nurses?

she encourages nurse participation in

all activities which exert an influence on care giving.
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The final study of effectiveness of community health
nursing is authored by Reeder and Chen

(1990).

Addressing

the issue from the perspective of outcome of patient
satisfaction,

the authors developed a Likert scale after

recognizing none exists in the nursing literature.

They

then conducted a pilot study of a sample of forty—eight
clients to whom they mailed this tool.

Based on results of

the study the researchers concluded that clients were very
satisfied with their nursing care,

and that their tool

merits consideration as an outcome measure for community
health nursing care.
The nearly consistent themes that emerge from the
literature on nursing effectiveness are:
1.

There is no universal definition of effectiveness.

2.

There is a dearth of published study devoted to
effectiveness.

3.

There is more theoretical study of quality assurance
than empirical study.

4.

The cost containment paradigm can be expected to
exert an influence

Kitson

(1986)

on this activity in the future.

identifies two central problems that make

identification of the steps toward provision of an effective
standard of nursing care elusive.

First,

there is the

difficulty of determining which features in any given
nursing situation are most pertinent to quality evaluation;
second,

having identified sets of influencing factors,
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one

then faces the task of devising measurement tools to reflect
those characteristics.

Kitson also suggests that there are

three basic approaches taken in nursing to resolve these
problems:

use of professional experts'

opinions to

determine the main components of good nursing practice for
concept formation,

utilization of measurement tools borrowed

from other disciplines,

and identification of key practice

components using a conceptual framework or model of nursing.
Kitson identifies the third option as the most satisfactory
as a nursing approach to measurement of quality.
An ANA report entitled "Effectiveness and Outcomes of
Health Care Services:
in October,

1990,

Implications for Nursing", published

speaks clearly and without reservation to

this topic and its associated problems.

It acknowledges the

fact that "there is no generally accepted system in use to
evaluate nursing practice from the perspectives of
effectiveness and outcomes"

(p.5).

Citing the creation in

1989 of the Agency for Health Care Policy and Research as
key to the development of methods to evaluate health and
nursing services and their outcomes,

it underscores the

AHCPR's need to identify guidelines for practice consistent
with both high quality and cost-effective health care
delivery.
The report mentions the increasing role of the federal
government relative to concern for effectiveness of health
care delivery as well as its financing.
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It argues that

nursing should itself define the nature and purpose of its
standards of practice and credentialling.

The ANA Cabinet

on Nursing Practice has newly created a Task Force for this
purpose.

Linking the American value of quality health care,

the current concern for cost containment,and the decline in
the public's confidence in health delivery,

the ANA supports

mechanisms which can be implemented to monitor both quality
and cost of health care.
Integral to that activity the ANA has described a model
for its Standards of Practice with components referenced to
both care and professional performance.

It also defines

four summary recommendations to propel the profession toward
a realization of effective practice at the most economically
feasible cost:
1.

Involvement

by nurses in development of practice

guidelines for all health conditions which require
nursing interventions.
2.

Development of standard nomenclature for nursing
diagnosis,

3.

interventions,

and outcomes.

Incorporation of nursing data elements into national
health care databases.

4.

Development and maintenance of national nursing
datasets.

With this work,

the ANA appears to be moving toward the

long term goal of understanding and assessing effectiveness.
Although much study is yet to be done,
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it seems as though

one could be optimistic about open communication that exists
between the worlds of nursing and health care regulators.
This research seeks to add to that limited body of
knowledge related to effective community health practice and
will shed light on the topic.
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CHAPTER III

DESIGN AND METHOD

This

study,

employing a

our knowledge base
supervisors
utilized

1979;

about how clients,

(Agar,

Taylor and

qualitative

approach to

nurses,

expand

and nurse

conceptualize effective home care practice,

field-based

methodology

qualitative

interviews as the data

1980;

Bogdan,

study,

the

and Oiler,

1984).

As

an

1986;

study as methods

as they proceed

Spradley,

interpretive

research plan remained

flexible throughout the
approach evolve

Munhall

gathering

somewhat

in this

(Taylor and

type

Bogdan,

of

1984).

Conceptual Approach

All
within

a

provides

approaches to
frame

of

inquiry

reference.

in a
The

discipline

context

understanding home care nursing activities

its history
and

embraces

in the

of the actors

roots

a wide

range

located

interpretive paradigm

a particular philosophical

subjective perspectives

are

for
from the

involved.

of the German

idealist

of perspectives which

It derives
tradition,
share the

common characteristic

of attempting to explain the

world

of view of the actors directly

from the points

involved

(Burrell

sociological

and Morgan,1979).

social

This particular

paradigm assumes the theoretical

stance which

emphasizes multiple realities and socially constructed
knowledge.

The social world,

intangible in nature,

is

created and sustained through intersubjectively shared
meanings.

"The interpretive paradigm rejects any view which

is independent of the minds of men"

(sic)

As explained by Burrell and Morgan,

(p.260).
the interpretive

paradigm is based on assumptions that offer researchers a
way of intellectually organizing and seeing the social
world.

"It is informed by a concern to understand the

social world as it is,

to understand the fundamental nature

of the social world at the level of subjective experience"
(p.58).
Research in this context seeks to explain and
understand primarily from the perspectives of the actors who
are directly involved in a given social process.

It

embraces a view of research as engagement between researcher
and researched and posits the idea that it is not possible
for the researcher to stand outside the research process and
evaluate it in any absolute way.

Rather,

it is concerned

with inquiry through a model based on the idea of reflective
discourse or conversation

(Morgan,

1980;

1984, p.14).

Supporting the view that theoretical and methodological
pluralism should be encouraged in nursing,

Connors

provides an analysis of interpretive research.

(1988)

She argues

that this approach "seems to offer a radical departure from
more traditional experimental and survey research...
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and has

broadened the scope of nursing research by making it
possible to explore the everyday experience and phenomena of
people's lives"

(p.33).

This permits a more integrative

approach by studying people in the context of their
situations,

rather than adhering to the subject/object split

of Cartesian dualism which ultimately overlooks the
participative side of a person's role in a social world
(Benner,

1985).

As an underpinning for inquiry,

the interpretive

approach to social science is nominalist,
voluntarist,

and ideographic.

anti-positivist,

As such it offers an

especially useful context for nursing as a practice
discipline concerned with "the diagnosis and treatment of
human responses to actual or potential health problems"
(ANA,

1980).

Munhall

(1989)

states that nursing is a

humanistic profession that adheres to a basic philosophy
focusing on individuality and the belief that actions of
individuals are free.
experience,

The individual,

acting upon

is evolving and emerging in mutual interaction

with the environment.
In the social construction of nursing practice,

the

actors are involved in creating an emergent social process
through intersubjectively shared meanings.

Nurse and client

immerse each other and themselves in a social world through
an ongoing process of constructing reality by negotiating,
regulating,

and living life.

In the social world of nursing
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"each person is believed to experience his
'reality'.

(sic)

own

The experience may be shared, but the individual

is ultimately the one who interprets his own experience and
gives meaning to it"

(Munhall,

1981,

p.176).

This study

seeks to describe the social world or culture of community
health nursing through the interpretive methodology of the
ethnographic interview.
According to Spradley
describing a culture,

(1979),

ethnography,

the work of

aims to understand a way of life from

the subject's point of view.

Agar

(1980)

defines

ethnography as a process and product "within which the
richness and variety of group life can be expressed as it is
learned from direct involvement with the group itself"

(p.

11) •
Central to home care nursing practice are three
distinct groups of actors:
clients.

nurses,

nurse supervisors,

and

The reality expressed by each type of actor

derives distinct meaning.

In this particular study of

effective home care nursing practice,
actors was sought.

the perception of all

Spradley asserts that culture is "the

acquired knowledge that people use to interpret experience
and generate social behavior"

(p.

5).

By interviewing

members of these three different groups on effective home
care nursing practice,

different interpretations were

elicited as each group employs a distinct viewpoint to
interpret and give meaning to the experience.
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The cultural

context

for each group is affected by meanings

inherent

in

both the social process and each person's a priori knowledge
which structures and arranges understanding.
Ethnography seeks to gain understanding from
regularities and variations in social behavior.
data about people in specific situations.
problem of effective home care nursing,
study was designed

It yields

Focusing on the

this ethnographic

to explore and understand regularities

and variations that may exist in perceptions of nursing
practice.

Research Site

A non-profit visiting nurse agency in central
Massachusetts was the study site.

The agency was selected

because of its large client population,
personnel,

many nursing

familiarity to the researcher,

reputation for quality care giving.

and community wide

The agency holds

accreditation from the National League for Nursing as a home
care agency characterized by high standards of nursing care
in addition to the usual accreditations by The Joint
Commission on Accreditation of Hospitals,
Public Health,

the Department of

The National Association for Home Care and

certification by Medicare and Medicaid.
To gain access to the agency,

I obtained the approval

of the appropriate nurse administrators,
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after discussing

and agreeing to adhere to research policies within the
agency.

As

years ago,

in a previous study done at this site several
administrator permission in addition to the

cooperation of nurse and client subjects was sufficient to
proceed.

Negotiations for the research included a

flexible

schedule in order to facilitate the researcher's presence
during times conducive to interviews.
with clients,

nurses,

Interview schedules

and nurse supervisors also remained

flexible to accommodate interviewees.

Interviews were

conducted in the respective environment of each individual
informant.

Clients were interviewed in their homes;

supervisors were interviewed in their private offices,
nurses were

and

interviewed in the agency in private conference

rooms adjacent to the nurses'

work areas.

The researcher

also secured use of desk space within the nurses'
to do recording of field notes,

work area

telephoning for arrangement

of client and nurse appointments,

and review of client

records.

Subject Selection

Spradley
challenges

(1979)

suggests that one of the great

in doing ethnography is to initiate,

maintain a productive informant relationship.
done with careful planning and sensitivity.

develop and
This must be

This study

utilized open-ended interviews with three distinct groups
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concerned with effective home care nursing:
recipients of nursing care,
givers,

clients as the

nurses as the direct care

and nurse supervisors as the middle managers

responsible for coordination of home care.
Sampling in each category was somewhat purposive in
contrast to stratified or random since subjects in this type
of research are chosen because of the investigator's beliefs
that they will facilitate data collection
Biklen,

1982, p.

67).

(Bogdan and

As part of the selection process,

all

subjects were provided with an explanation of the research
design,

a statement of risk and benefit,

and assurance of

anonymity.
A convenience sample of adult clients was sought from
the nursing staff and management based on three criteria:
ability to communicate,

length of time with the agency,

willingness to respond to an interview.

and

Chosen informants

were required to be on service for at least three weeks
since the researcher believes that amount of time is
necessary for the client to accommodate to the presence of
the home care nurse.

The researcher also believes this

period of time is necessary for clients to formulate lasting
perceptions about home care nursing.

Medical or nursing

diagnoses were not a factor in client selection.

However,

clients were not chosen if they were unable to speak or
understand English,
age,

if they were under eighteen years of

or if they had dementia or other reality altering
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conditions.

They were also excluded if they were frail to

the extent that interviewing would burden them, were
antagonistic to their assigned nurse,
forthcoming.

or if consent was not

An equal number of males and females were

sought to allow for gender related perception differences
which may exist.
The average census of clients receiving home care
nursing services from this agency during any given month is
approximately two thousand.

The agency provides nursing

services to clients throughout the life cycle who subscribe
to a variety of reimbursement systems including Medicare,
Medicaid,

the veteran's health plan,

and a variety of

private insurance options including managed care programs.
From this population,

a sample of fifteen clients was

initially screened to be acceptable to participate based on
the researcher's criteria stated above.
eventually completed the study.

Six subjects

Sampling data are as

follows:

Client
#A
#B

#c
#D
#E
#F

Sex
F
F
F
M
M
M

Age

Payment

57
64
75
78
42
32

Private
M/M*
Medicare
M/M*
M/M*
M/M*

* Medicare and Medicaid
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Time on Service
2 mos.
5 mos.
1.5 mos.
2 mos.
8 yrs. 3 mos
1 mo.

Nine were discarded due to the following reasons:
5 - gender,

an equal number of males and females

was sought;
2 - cognitively unable to respond during the
interview;
1 - refused to participate in the study;
1 - interview was discarded because of mechanical
problems with the tape recorder.
Clients were contacted by telephone,
explanation of the research,
study.

given a brief

and asked to participate in the

Home visit appointments were established at each

client's convenience;
about the study,

at such time additional information

a guarantee of anonymity,

and protection of

the right to withdraw at any time were discussed and/or
assured verbally and in writing

(Appendix A) .

A brief

record review preceded each visit; this allowed the
researcher to become informed about pertinent health illness data which would be reasonable for a licensed nurse
to know prior to entering a client's home.

All client

interviews were concluded prior to interviewing either group
of nurse subjects.
Nurse subjects,

registered nurses prepared with a

bachelor's degree in nursing and at least two years of
community health experience, were chosen from a list of
sixty-seven staff nurses.

After discarding thirty-nine

subjects who did not have bachelor's degrees in nursing,
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and

five subjects who had substantial amounts of additional
education beyond that which characterized their group,
twenty-three nurses remained.
were sent a letter

These twenty-three nurses

(Appendix B)

describing the research and

requesting their participation in it.

Since a specific

number of nurses were desired for the study,
sampling was purposive,

and since

the researcher decided to accept

each subject in turn as she responded to the letter.
each respondent agreed,

As

a telephone contact was made to

further explain the research,

answer any questions,

and

secure a convenient appointment for each interview.

At the

beginning of each interview each nurse was given additional
explanation about the study,

assured of anonymity,

assured

of the right to withdraw from or stop the interview at any
point without consequence,

and encouraged to ask questions.

Five nurse subjects participated in the study.

All nurse

interviews were completed before supervisor data were
collected.
Nurse supervisors were asked to participate in a
process identical to that used for nurse subjects.
Supervisors holding middle management positions were
selected since they are more integrally involved with
practice in contrast to upper level management nurses whose
roles are organizationally conceptualized and removed from
direct activities of care giving.
supervisors were sent letters

The agency's eight nurse

(Appendix B)
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describing the

research and requesting their participation in it.
respondent agreed,

a personal contact was inade to

explain the research,

answer questions,

further

and arrange a

convenient appointment for the interview.
subjects,

As each

As with the nurse

each interview was preceded by additional

explanation of the study,

assurance of anonymity,

information about the right to withdraw from or stop the
interview,

and an interval of question answering.

Five

supervisor subjects participated in the study.

Data Gathering

In this study qualitative interviewing procedures were
utilized.

Taylor and Bogdan

(1984)

define qualitative

interviewing as non-directive,

unstructured,

standardized,

It occurs in face to face

and open ended.

non-

encounters between the researcher and informants and is
directed toward understanding the informants'

perspectives

in their own words.
Spradley

(1979,

p.5)

cites the three most important

elements

in an ethnographic interview as

purpose,

the ethnographic explanations,

questions.

its explicit
and the ethnographic

In attending to the explicit purpose,

the re¬

searcher made clear the reasons and direction of the
interview with each subject.

This occurred in activity and

dialogue prior to the obtaining of the
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consent,

and

continued until each subject expressed satisfaction in
understanding both the purpose of the study and why her/his
opinion was being sought.

It also continued to evolve

explicitly and implicitly throughout the course of the
interviews.
The researcher offered explanations necessary to each
informant in order to establish and facilitate communication
for the interviews.

The thorough explanation of the study,

its recording by audio tape,

and interview explanations all

helped the informants know what to expect in the interview.
The researcher utilized three main types of ethnographic
questions in data gathering; descriptive,
contrast questions.

structural and

Each was intended to broadly probe the

interviewee's experience in order to gain as full and rich a
portrait of her/his understanding as possible.
An instrument consisting of open-ended questions was
developed for the study

(Appendix C).

Patton (p.

203)

suggests a standardized open-ended format in which each
person is asked essentially the same questions.
minimizes interviewer effects,
the interview,

judgements,

This

and bias during

and obtains data that are systematic and

thorough for each respondent.
In developing a research instrument, pilot studies are
often useful as they aid in establishing contact with the
study group and allow preliminary testing of the research
tool

(Agar,

1980).

Pilot studies which consisted of
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subjects

from the nurse,

groups respectively,

nurse supervisor,

and patient

were conducted as precursory activity

to the final development of the research questionnaire.
Their purpose was to assist with the development and test
the research instrument.

The research tool evolved through

two separate developmental sequences.
of the tool,
nurse,

After initial design

the researcher tested it in interviews with

supervisor,

and patient subjects.

Revision to

eliminate redundancy and unclear questions resulted in a
second draft of the tool which was tested again.

After a

second round of interviews with different subjects,

further

revision to correct directive questions and reduce the
tool's

length followed.

The researcher was then satisfied

that the tool would lead to satisfactory data collection
about effective home care nursing.

Data Analysis

The process of data analysis was ongoing during data
collection inasmuch as each interview tape was coded for
person and group category.

As they were transcribed,

the

typed interviews were double spaced and arranged so that
adequate margins would permit the researcher1s comments and
classifications.

The notes were indexed and coded in order

to facilitate the emergence of patterns,
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themes,

and

categories of content from inductive analysis of resulting
data

(Patton,

1980).

Transcribed interviews were analyzed in four separate
stages using a qualitative approach described by Bryczynski
(1989,

p.82)

in her research on nurse practitioners as

follows:
1.

Read the entire text,

make notes,

questions and interpretations,

formulate

get a sense of the

whole.
2.

Group similar excerpts

from interviews and study

them to identify themes.
3.

Identify salient aspects of each theme cluster using
qualitative appraisal and informed understanding of
the situation.

4.

Re-read and re-analyze the material generated to
identify similarities and differences.

The intent

is to study from whole to parts and back to whole to
maintain the situational context.
Data was also subject to cross analysis as comparisons
were made among the three groups of subjects.

The

researcher sought to compare and contrast perceptions about
effective home care nursing among the three distinct subject
groups.

Because of the use of a variety of samples,

this

study offers assurance that the research question is tested
in more than one way
Fielding and Fielding

(Mitchell,
(1986),

1986).

According to

if diverse kinds of data
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support the same conclusion,

confidence in it is increased.

Because three distinct groups were interviewed,
analysis of data occurred as the sets of client,

cross
nurse,

and

nurse supervisor responses were compared for similarities
and differences.
about the samples'

A cluster of linked ideas or a gestalt
perceptions of effective home care

nursing emerged.

57

CHAPTER IV

ANALYSIS OF DATA

Overview of the Chapter

In this chapter the interview data are organized and
presented so the reader may understand how they were
classified and interpreted.
structured,
This

The data derived from partially

tape recorded interviews with sixteen subjects.

focused approach was chosen as it provided an outline

of the topics the researcher wished to cover with each
subject;

it similarly provided each subject the opportunity

to offer her/his own perspective on the topic of effective
home care nursing as the conversation unfolded.
Each subject was

interviewed once from sixty to ninety

minutes although some sessions lasted from two to two and
one half hours,
questions,

as explaining the research,

responding to

and cultivating the relationship was necessary

and took varying amounts of time.

Direct quotes are

presented in an unedited form to capture each interviewee's
responses
all

in her or his own words.

The researcher has used

interview data to build a description of effective home

care nursing.

Significant findings are underlined to

facilitate reading.

This chapter is divided into four sections.
section presents a discussion of client

The

first

interview data,

while the second and third sections discuss the nurse and
nurse supervisor data respectively.

The fourth section

presents a comparison of inter-group data and provides a
description of effective home care nursing.
In presenting the client,
interview data,

nurse,

and nurse supervisor

the constructs of structure,

process,

and

outcome are employed as the organizing format in keeping
with nursing's widely accepted model
activity.

for quality assurance

This promotes coherent and concise arrangement

of a large volume of transcribed interview narrative.

Clients'

Perceptions

Six clients participated in this study,
and three males.
in Appendix C.

Demographics of the sample are presented
Diversity in the sample was sought by the

researcher so that

it would be fairly representative of the

specialty's practice definition to be
general,
group"

three females

"comprehensive and

and not limited to a particular age or diagnostic

(ANA,

1986).

seventy-eight.

The age range was from thirty-two to

Educational preparation varied greatly from

some grade school to completion of the bachelor's degree.
Work experience also varied with one person still employed,
two disabled,

one characterizing herself as a housewife,
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and

family support; two clients did,

however,

live alone.

Length

of time on service also varied from 2 months to over 8
years.

Five of the patients were Caucasian; one was black.

Therefore the data is biased towards white majority
perceptions of home care nursing.
city limits.

Clients1

All clients lived within

One lived in subsidized housing.

Perception of Structures of Effectiveness

During the course of the interviews,

clients identified

a number of examples that illustrate the concept of
structure.

Speaking to the practical concern for those nurse

qualities or qualifications that they perceived as related
to effectiveness,

they did not,

and perhaps could not,

relate any concern over educational qualifications despite
the fact that this has been an issue of concern many nurse
educators and managers have identified in the literature.
Rather,

their concerns for nurse qualifications were more

descriptive of the nurse ideal,
psychomotor,

and included cognitive,

and affective domains of practice.

The

following table presents an overview of the structural
qualifications the clients in the sample described as
present in effective home care nurses.
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TABLE 1

Structural Qualities of Effective Home Care Nurses

COGNITIVE

Client
Client
Client
Client
Client
Client

A
B
C
D
E
F

PSYCHOMOTOR

X
X
X
X
X
X

All six clients

X
X
X
X
X

AFFECTIVE

X
X
X
X
X
X

identified nurse knowledge as being

related to overall effectiveness.

There was also further

qualification of knowledge being of two basic types:
informational and procedural.

The following are clients'

descriptions of informational knowledge:
The nurse's knowledge is important. You're depending on
that.
I mean you can't go to see your doctor all the
time, especially in my case.
I have to get an
ambulance to go to the hospital or doctor.
So when
these nurses come in, it's important for us.
They study.
They go to school for years.
Some nurses
are smart like a doctor.
Wanna make sure they have all
the information about you.
They know what your history
is. They look at the chart and they know what's wrong.
Sure, they are able.
doing.

They have to know what they are

There's a lot of things I don't know.
Nurses deal with
these things every day, and they have a lot of
knowledge.
When she came in I just knew that she was going to be
the right one, that's all.
I knew she specialized in
it.
I had been told, and I liked her right away.
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Descriptions of procedural knowledge attest to the client's
valuing of this aspect of nurse behavior,

and five in the

sample identified this as important to effectiveness.

They're skilled, very skilled.
Well, like mine
(nurse).
I can show you a picture after, where the
operation was, where they cut the toe off, it was all
black, dead skin, and they've been putting elase
(ointment) on it , and they've got it looking
marvelous.
Bright skin is starting to come through.
If it wasn't for them, you know, and how they put it
on, just on the bad skin, they do a good job.
A good sterile technique; 99% of the nurses have good
sterile technique.
I mean, they don't know what
anybody's got.
They all use gloves.
I think they
should.
Yes, technique is very important.
Even in the
hospital, doctors are worse than nurses.
But as far as
nurses coming into the home, their technique should be
good.
The nurse has taken care of me for about five weeks and
wants to make sure of the circulation in my toes and
wants to make sure I'm all right.
They take my blood
pressure, take my pulse, and want to make sure my lungs
and everything are clear, and that makes me feel that
they are doing it right.
An effective nurse is someone who isn't hesitant.
They
just go about things as though they're accustomed to
doing.
It's that they're. let's see,
I'm trying
to think of something in particular.
A lot of times I
think that a nurse may be timid about approaching
something, not a lot of times, but, I have this
problem.
Or rather the nurses may have the problem,.
finding my vein.
Some have a manner of going about it,
that you feel more comfortable about it. They seem more
sure of themselves than others who give you the feeling
that, because you've said that it's painful, you don't
like it, then that makes them nervous and less
effective. A nurse should be self-assured in what she
has to do procedurally. I had beautiful nurses when my
husband was ill.
They knew what they were doing.
It
is important.
I think she should know what she's going to do before
she gets in here, you know.
I mean.Oh!
Am I
supposed to do both dressings?
Oh!
I didn't know
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that.
They should know what they're going to do before
they get in here and not have to ask the patient
exactly what to do, you know.
If I have to go through
step by step, I lack confidence.
They should know what they're doing.
If she didn't
know what she was doing, it would not be good.
In addition to the clients'

description of the

cognitive and psychomotor domains of nursing practice, there
was also discussion of affective behaviors and personal
characteristics.

Although there were different

conceptualizations of what personal and/or personality
qualities an effective nurse should possess,

there was

unanimous valuing of this structural aspect.

An effective nurse is genuine.
An effective nurse understands she is no better or
different than a patient.
They are nice to me.
They
want make sure I'm okay.
They're wonderful.
Yeah,

it's nice to have somebody who is pleasant.

Their manner should be nice, and they should be
confident in what they're doing.
I can't think of
having a nurse that wouldn't have all of those things
and be effective.
The nurse should be pleasant in attitude as well as
being, what would you say, not businesslike.
Somebody that is very pleasant.
We all have problems
and I don't think an effective nurse brings her
problems to work.
She should be pleasant and neat.
Now they don't have to wear uniforms and they can wear
anything.
A nurse should have her clothing look neat,
and be friendly.
Four of the six clients actually referenced the concept
of caring when describing affective qualities.
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They did so

spontaneously and without any hesitation in use of the word
which they readily equated with nursing.

The nurse should have feelings, tenderness.
She should
have a nice personality and make you feel like she
cares.
A nurse should be caring.
You can tell if its just a
job or if they like you or care about people.
You can
tell if someone really enjoys their work, or if they're
there to get a paycheck.
An effective nurse should care for you.
Most of them
do care.
I think being truly nice to people is very
important. I suppose an effective nurse is someone that
cared, someone that was helpful.
Am I asking too much?
I don't know.
You know, how can I put this, when
you're on this end and someone comes in who cares, I
feel as though they want to help me.
And I think
that's what you look for when a nurse comes in, because
you're reaching out.
You are really reaching out.
Half the times you're scared, and you're strung out,
and somebody will come in and say, well you ought to
try this.
And you try it, and it works.
Oh, God, you
say, God bless them, you know.
You praise them, you're
so happy.
And not everybody can come out with the
right thing or right ways.
You know, illness is pretty
much what works on one person may not work on another.
Just so someone cares, and is willing to try to find
something that will help or offer suggestions.
It's caring.
I said to these nurses," I know its your
job",
but there are some who go beyond their job, who
really are, and they are the ones who are effective.
When is a nurse effective?
you.

When she has caring for

The descriptions above illustrate how clients perceive
the structural components of effective home care nursing.
These examples show how they conceptualize nursing qualities
and qualifications,

and suggest that,

for clients,

the

profile of an effective home care nurse would include
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proficiency

in knowledge,

and affective

attributes,

Clients'

Clients
nursing.
home

skills

and activities,

especially the quality of

caring.

Perceptions of Process Effectiveness

readily

They

procedural

identified the process

spoke to visions they have

activities

of

of the effective

care nurse through exemplars based on personal

experience.

These exemplars

through which the meaning
communicated.
roles

Table

2

furnished an

illustration

of effectiveness

provides

associated with process

could be

an overview of the nursing

activities.

TABLE 2

Process Activities of Effective Home Care Nursing

Four clients
the

nurse

X
X
XX

X

X

X
X

X
X
X

X
X
X
X
XX

X
X
X

as

X
X

identified the helping

important

related to the physical
spiritual

X

quality to

kS

N/4

kN

N*'*

X

X

kS

Clinical Competence
Family support
Communicating:
Therapeutic
Social
Listening

X
X

F

V4

X

E

S^4

Helping
Teaching

D

k%

ABC

rN

CLIENT:

V
rN

ROLE

role

or behavior of

in effective practice.

Besides being

acts

of care giving,

it as well,
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that

is,

its

helping has

a

characterization is linked to a state of spirit as well as
body.
A nurse should be helpful.
They are helpful.
I mean
there are time when somebody comes in, like just
yesterday.
We had a tough day, and Nurse A came in.
Nurse A is beautiful. She's only been with us a short
time.
When she comes, its like...well, even when you
know something is, you know,okay, but when she walks in
and says, that looks great, or it's fine, she is
reassuring us.
It's so helpful.
The nurses just help me along.
They're good to me,
that's what matters.
They help me along.

and

I feel much better when they (the nurses) come.
It
make me feel like I can continue.
It really helps.
When the nurse comes and tells me I 'm doing a good
job, it helps.
I mean to be told I'm doing a good job,
it not what I'm looking for, the praise, you know.
It
just helps to have a nurse, and not just any nurse, but
a nurse who cares.
Four clients also spoke to the teaching role of the
nurse in discussing effectiveness.
When I was in the hospital, one of the nurses who took
care of me daily told me that there was a procedure
that I would have to go through, but she just showed me
that one time, how to change the bag or whatever you
call it, and that was it.
But there was never a period
of time set aside for learning how to do that.
Oh, I
mean, just the looks of something like that (colostomy
stoma) on your person, its a frightening situation.
The home care nurse did the teaching and helped me with
that.
You need someone to lean on. Being able to look
at it, I mean even after I did see it for two or three
days, it took me a while to get accustomed to the
handling of it, even wanting to put my hands on it, you
know, things like that.
She helped me learn how to do
it.
The nurses who come here are smarter than I am.
They
teach me how to take care of myself so I can stay at
home.
My husband is the one they teach.
He's the one who
gets and needs it, because I can't do my own care.
So
they explain it and teach him while I listen.
They
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come for about a couple of weeks, they show him how to
do the dressings, and he learns how to do them.
Doesn't phase him a bit.
When the nurses come, they teach me how to do the
things I need done, things I would do for myself if my
hands worked. They teach me , and then on weekends,
when a nurse might not know how to do something, I can
talk her through it, even though I can't do it myself,
like a catheterization.
Clinical competence was described in great detail by
the six subjects

in this study.

All seemed very able and

willing to describe it in great detail,

again speaking from

their personal experience with home care nurses.

They

seemed most eloquent when relating to the concrete
experience of the illness they were currently experiencing,
rather than speaking from the abstract notion of clinical
effectiveness.
I found that talking to the home nurse is easy.
You
feel when you have a nurse, they're someone who deals
with these things, not only a colostomy or whatever.
They are closer to the patient than a doctor.
The
doctor may operate and everything, but he doesn't
handle the patient on a daily basis or explain things
or make a person feel comfortable. The nurse does the
treatments or whatever, but in addition does many other
things.
An effective nurse opens the door, walks in, says "hi".
She goes and washes her hands, comes in, and starts
talking. Ah, usually, while whatever they're saying to
you, at the same time, they're sticking a thermometer
in your mouth and, well.
It all sort of runs along, it
just runs along.
She goes about what it is she needs
to do for you physically, and makes you confident in
that.
At the same time she make you feel comfortable
by taking your mind off the physical stuff.
Now I've got another one (ulcer) starting on the other
foot. We (nurse and client) just keep it clean, keep a
dry bandage on it, because the doctor don't want to
touch it (operate) if he doesn't have to.
The nurses
check it for prevention. This is how the other one got
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started.
It kept getting bigger and bigger.
The nurse
takes care of it every day and what they have been
doing has kept it from getting worse. The doctor said
he doesn’t want to touch it with my circulation.
The
nurses come seven days a week, twice a day.
In fact,
they wouldn't put me to sleep when I had my toe off.
They froze it, from the ankle down.
When I had the
colostomy, the last one, I almost died.
They had me on
a respirator and everything, so they won't put me to
sleep no more.
They said I'm too big of a risk.
When I first came home, I could just about get out of
bed. I mean I could get up and maybe make a simple meal
and by the time I made that I was so tired I couldn't
eat.
I had been in the hospital for all this time.
So
it took me about a month to get may act together.
You
know I had a rough time.
But now I can do a lot of
things except stand up and walk.
Having the home
nurses really helped.
They came, did my dressings,
checked me over, and talked.
It made a difference.
There are two kind of nurses, effective and not.
There's Nurse B, and that's how a nurse should be.
She's been coming for five weeks now and takes care of
me.
She checks me over, does my dressing, and checks
my foot for circulation.
I feel much better when she
comes.
I make small talk with her and we joke and
everything.
When they help the patient, they also help
themselves.
They learn from the patient, and I want to
help them because I like them.
Like for a catheter change, a lot of times I'll go into
a cold sweat because of it on a bad day and she pulls
the blanket up, tucks it around my neck, and that helps
you know.
A couple of times when I broke into a sweat
like that, uh, I asked her to tuck it in, but after
that she did it automatically.
She thinks of
everything.
Family support,

a role that has been valued

historically in community health nursing,

is one that may be

at risk as contemporary nursing in the home moves to a more
procedurally driven model of care providing.

Family support

was supported bv four of the six subjects in this study.
The two clients who did not perceive or speak to the
importance of family support live alone.
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The effective nurse should be there for the
family....because the family is dealing with it (the
illness) everyday, and the family affects the patient
and how, you know, we respond too.
I know by myself, and by my sister who had hospice, and
her kids said that they don't know what they'd have
done without a nurse being there talking to her and
talking to the kids. Every day they thanked the nurse,
so, maybe if it ever comes to me, it would probably be
the same.
They were wonderful to my sister and her
family.
I know they did wonders for my family, you
know my sister's family.
They do help my husband a lot
too.
And I think when the nurse comes in the home, she helps
the family unburden too; she helps the family member
cope with the illness, just by talking, and general
conversation.
Now a neighbor of mine, her husband was
very sick, and she had visiting nurses.
One nurse came
in, and she felt so secure, because this nurse was
taking care of her husband.
He had emphysema.
She
gave the wife a lot of confidence.
I mean this is how
nursing should make you feel.
We're here to help you,
not only the patient, but the family.
Support them as
well as the patient.
Like years ago, my mother had
cancer, and she was completely bedridden, paralyzed, so
I was in the house all the time and seldom got out, and
the nurse who came in to help me with her, I mean it is
communication.
I mean this is very important to have a
nurse so they can talk, just talk about anything.
Well, it definitely helps if there's a problem going
on, if she's aware of it, and she does try to help, it
does help. UH, that hasn't been the case too many times
but, sometimes. Like J. (disabled room mate) had a bad
cough one day, and she (nurse) said, Jackie doesn't
sound too good.
She got a prescription from her doctor
yesterday, so it's all taken care of.
You know, things
like that.
The (nurses) tend to notice other people in
the house and what's going on.

Communication was a frequent and lengthy topic of
discussion with the clients.

All six clients described the

value of therapeutic communication with the nurse as
fundamental to effective practice.
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^*kmk when they talk.
You know, there are days when
they come in when I've been crying.
I mean just
talking, you know, about my problems for five or ten
minutGS•
I mean I think if you can vent some of your
problems... vent them to a person who isn't a relative
or a close friend.
It's easier for me to vent with
them (nurses) than with family.
I don't think you want
to put any more burden on the family and friends.
As
it is, they|ve got enough.
That's what I feel.
You
see I'm so independent, and never expected.this.
If there was a problem in the family, I was the one
that was vented to, and I just can't vent to anybody
that I'm close to.
Oh, I think support.
You don't have to ask directly,
not with me anyway.
I mean if I'm down, I look down.
Talk gives me support and I think a lot of patients
can't talk, and then you've got the family.
I mean if
you do the dressing and don't say anything, and if you
smile and everything, but if you don't have
communication, you don't have the support.
You don't
give enough support.
The nurse should give support.
Because I have talked to the nurses, you know,
unprofessionally, and they've listened, and they've
been good.
Unprofessionally means about things
bothering me, not physical.
She should talk to you nice,
help you.

and she should want to

I think that's on my mind because of what I've just
recently experienced.
The way they talk to people,
their approach and not only concerning whatever the
ailment is, but I mean, just in general, knowing how to
handle people who are sick. Sometimes I've seen people
who are a little hard to handle. Some nurses are more
firm than others.
You need to talk to them (patients)
in a way that will calm them down.
I don't know, a lot
of times you have to deal with the patient as you find
them, but some nurses deal with them in different ways.
And this lovely nurse who came yesterday, who has been
here three or four times.
I like her; (she is) very
honest.
If I'm doing something wrong, tell me.
I want
to be told. Well, yesterday at one point she said to
me, well, something painful that I needed to be told.
And I respect that.
And when somebody tells me, I say
to myself, God, if she picked it up, I must be....
And
you know, it's okay.
I want to be told that.
That
doesn't offend me.
And if it's going to help, why not?
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After you've had the same nurse for a longer period of
time and you know each other better, uh, you can just
come out and ask for stuff and she'll talk about other
things to you, and you know, it just doesn't happen
when you don't know her.
Social communication was identified as being an
important constituent role to effective practice in the
home.

Four clients described social communication as a

consequential

feature of nurse activity in the home.

This

reinforces traditional values of home care nursing which
offered socialization to home bound clients.
Well, I mean, when they come in, some of them just come
in and they're very businesslike.
They just do the
dressing and don't speak to you.
Most of them, you
know, talk about the weather, talk about anything,
because I'm in the house all the
time, and this is my
only contact with the outside world, my only contact.
I have family and friends that come in but I don't have
anybody to discuss anything with or talk to, just
general conversation.
The effective nurse should be friendly? that she keep
up talking when she is doing it (procedure) .
You have
to have contact with the patient, verbal and physical.
I don't know, its harder to talk to someone you don't
know personally.
And you know, you don't hear about
their kids or whatever and stuff like that.
Yeah, and
you know, just general, someone to talk to when they're
doing stuff (procedures).
Tell you what they did on
vacation, you know. It helps, it helps a lot.
It makes
for a much more comfortable atmosphere.
You have to like the public and be able to do small
talk.
I joke with them
It's important for a nurse to
have a sense of humor to be effective.
You've got to
have personality.
You have to have a blend of business and small talk.
Well, not all business, you know.
Like something was
in the paper, we talk about it or something like that.
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Listening,—the reciprocal of talking, was mentioned by
all_six—clients—in_the sample as beincr an integral component
in nurse effectiveness.
Oh, I speak up.
And the nurse has to learn to listen.
I tell them you're supposed to put the dressing on
tighter, because I know if they don't do it, it'll be
off by the time they're up on Circle Street.
I want to feel free if she's not taking care of my foot
the way I figure it should be taken care of, then I'd
tell her, and she needs to listen or the dressing is
going to fall off.
In matters dealing with my paralysis, I am the expert.
I've been dealing with it for a long time now.
One
time I ran into a problem where someone else thought
they knew better and it didn't work out.
It caused me
a lot of pain at the time.
Especially with things that
you go through all the time.
There was one time, when
I was having trouble with my catheter, and when I have
trouble, I start sweating, I get cold, and I knew it
needed to be changed.
I really knew it needed to be
changed.
And I called the nurse that was on at that
time, she was the head of the area that I was out of,
and she asked me if it was still draining, and it was
still draining.
And I said yeah, but its bothering me,
there's something wrong.
And she told me on the phone,
well, if it still worked, there can't be anything wrong
with it.
It's back to that one.
As soon as I got it
changed, everything stopped, but you know, it's like,
when someone just refuses to listen to you.
It is a very simple thing that it may be trivial, but
listening.
I don't know , but the feeling of the
patient, it would seem to me to be the most important
thing.
For instance, it was guite warm when I was in
the hospital; it was humid and very miserable.
But the
patient doesn't feel that way all the time.
In fact, I
had the chills at times, you know, and I had a hard
time getting that across to the nurses.
When they came
in, I said, do you have another blanket, or may I have
my bathrobe, to one or two of them, and they would give
it to me as if to say, well, I guess she's an old lady
or something.
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Clients'

Perceptions of Effectove Outcomes

Clients did not describe too many projections for their
futures or that of their care.
be readily determined,

The reason for that cannot

however it may have something to do

with the chronicity of their illnesses.

All six clients

have conditions which are chronic and can be projected as
increasing in severity with concomitant loss of function and
incapacitation.

Two clients did speak specifically to the

meaning of effective home care in their own situations,

and

all six gave cursory mention to its outcome.
Well, I tell you, it beats the hell out of a nursing
home. Cheaper too.
I was in a nursing home for nine
months about ten years ago.
You're stuck in one little
room in a nursing home.
You really can't do anything.
You don't have any choice over anything.
So I really
did not like that situation at all.
With home care,
you feel you can do what you want and live as normal a
life as you want.
Someone doesn't tell you it is 8
o'clock, you have to go to bed, you know.
Well, this is my first experience with home care, but I
found it, let me see, how can I put it, I don't know
what I would have done without it.
And I feel it had
everything to do with my improving, getting along much
quicker than I would have if I didn't have nursing
care.
I don't know how to say it in any other way,
except for the fact that to me it's most essential.
I
don't know how anyone would manage without having
nursing care especially with the kind of illness that I
had, because to come home from the hospital and not
know how to handle myself as far as a colostomy is
concerned, I would have certainly been in big trouble.
I've heard people talk about it, but faced with that
and be on your own, there's no way I could have handled
it without someone to help me with it.
And the fact
that you don't have your strength.
I mean, there was a
time that you were in the hospital much longer than
they allow you to stay now, and you don't have your
strength to do things, and I don't think that your
thinking is clear enough to know how to handle a lot of
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1 would llke more care, more
time, I think that s important.
I know what's going on
I mean, they're cutting back here and everything,
but I think it s sad that the patient has to lose out
on things that perhaps they could have.
in my own
case, maybe if someone had been around, maybe three or
four days when I first came home, more so than just
every other day.
I would have felt more at ease
because there were two or three times when I wished
that I had asked someone, you know, about what was
going on with me rather than wait for another day or
so.
I

feel much better when they come.

It makes a difference in how you feel to have the nurse
coming.
They make a difference to me because with MS your life
isn't normal.
You need help.
Between this and day care,

Clients'

I can stay in my own home.

Concerns for Social Differences

Although clients did not directly describe their
understanding of the health care delivery system and how
insurance coverage or day of the week influenced patterns of
care giving,

five of the clients in this sample did express

concern for continuity and the quality of the care

in the

home.
I can almost tell when they come in the door, how
they're going to be.
Some of them come in, throw their
bag down, and say, "I'm here."
This is what gets me a
little bit, rush, rush, rush.
We've got to get through
with this.
It makes the patient feel not very
important.
You should make every patient feel as if
they're important.
If you come in huffing and
puffing - "this is my eighth patient, and I've got four
more to see, it's just two o'clock" - that attitude.
I
am just one of the bunch.
Get this dressing off, and
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this one on, and off I go.
The ones on weekends were
more impersonal.
They have a heavy load ... in and
out.
They came and they did.
They seemed more rushed,
of course, they probably were.
The ones during the
week, of course, you usually have the same one.
There
were a couple on the weekend that didn't do the
dressing exactly as I wanted it done, you know, it
would fall off and I would end up putting it on again.
They were very business like to see how fast they could
get out.
I think when you have the same nurse come
back all the time or at least frequently, you get to
know them.
It does matter.
There is a difference
between the regular day nurse and weekend or evening
nurse.
They (not the regular nurse_ usually just come
and do what they have to do.
That makes a difference.
It's like when you have to see different nurses every
two or three weeks, you don't get to know them very
well, and I'd much rather have someone around that I
know.
It's much harder otherwise.
It's better if the same nurse comes.
You get more
comfortable with them, they get to know you, you get to
know them, and it's a comfortable feeling, like it's a
friend coming in.
If not, it's like, it's business
then.
If they come in, and I'm, not saying anything
because they must have umpteen million houses to go to
and don't have all the time in the world, but if they
could offer you suggestions or something, it would be
more helpful.
It's the kind of feeling when you go in a doctor's
office and you feel that he's dealing with you.
It's
not a strained feeling like he's in a hurry to go to
someone else.
I think it's the same kind of a feeling
when a nurse comes to your home, when her mind is
entirely on what she has to do for you, your concern,
care, whatever.
It's not, well, I was late getting
through and I have another one to go to at such and
such a time, or I have ten more patients to handle, you
know, that kind of thing.
I think the patient is
wondering now, what is she going to skip over, or what
is it she's not going to do, or . . .It doesn't make
you feel comfortable,
there are times and God knows
how conditions are now, that nurses certainly have to
divide themselves into a million different ways, and
it's good part of the patient's thinking should be to
be patient themselves, but all patients aren't that
way.
I did experience one time when a nurse seemed to
be impatient maybe because she was busy or there were
other people she was handling at the same time, but I
think showing patience is very important.
If you walk
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into someone's home and you're in a hurry, it shows,
then the patient is not comfortable with that person.
The regular nurses, both day and evening, are my
favorites.
It makes a difference if the same nurse
comes all the time.
You know them, and you say, so and
so is coming, and you feel good because you know that
the same person is doing the same thing every day for
you and helping you out.
The care is better.
The concern for acceptance is one that seems to be
linked to the human condition.

Unfortunately, the issue of

care giver bias was raised in two different client
interviews;

once with the client who is black,

the other

occasion occurred with the client who has quadriplegia.
These two clients seemed to have perceptions of experiences
with nurses who communicated that they were biased,

and

directed their feelings through the care giving.
Ah, I don't know about . . . something's rolling around
here in my mind.
I don't know if I would even be right
in saying it, but there is a difference in some nurses
when they see a patient that's black, or different
denomination, different color.
There is a difference
there, and I wouldn't want to make an issue of it here,
but I mean there is something you can sense or tell in
the attitude of the nurse, which doesn't happen often,
but you know it when you run into it.
A person walks
in a room, and it's good morning, how are you today,
and that sort of thing and there's no difference, but
some will walk in and right away there's a look or an
expression or something that tells you, oh oh, this
isn't the kind of patient that I'm anxious to handle
and there's a difference in their manner and there's no
doubt about it.
There's a lot of people who like to
harp on that subject all the time.
I'm not one to do
that.
I've worked with black and white all my life,
but there is definitely a distinct difference in some
people when they come into contact with a black.
It's
not necessarily color.
It can be nationality.
I mean
there are some people who, because I'm Italian or Greek
or whatever . • . you know.
There is a time that you
can definitely feel there is that feeling there on the
part of whomever is helping you.
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1'™ f v®rY easy going person to begin with.

I've never
really had any problems with any of the nurses I've run
into.
There have been a couple in the hospital setting
just didn t . • • they may have been okay with
other people, they just weren't okay with me, you know
: • * 1 don|t know.
I don't think it's personality,
it's something else . . . whatever.
One of the concerns of the researcher in sample
selection derived from the notion that gender may influence
perceptions.

The following table provides a summary of the

differ©nces in male and female response to each of the
categories of effectiveness.

TABLE 3
Summary of Male—Female Differences in Perceptions
CATEGORY

MALE

Structural Qualities
Cognitive
Psychomotor
Affective
Process Activities
Helping
Teaching
Clinical Competence
Family Support
Communicating
Therapeutic
Social
Listening
Outcome Activities
Concern for Social Factors
Continuity
Nurse Bias

FEMALE

3
2
3

3
3
3

2
2
3
2

2
2
3
2

3
3
2
1

2
3
3
1

2
1

3
1

Responses of the subjects in this study seem to
indicate males and females value and perceive the
effectiveness in home care similarly.
sample size made findings inconclusive.
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However,

the small

Nurses1

Perceptions

Five nurses prepared with a Bachelor of Science
Nursing degree participated in this study.
the sample are presented in Appendix E.
were Caucasian females.
forty years of age,

in

Demographics of

All of the nurses

They were between twenty-one and

and had been practicing in the specialty

of community health nursing for between two and thirteen
years.

One of the nurses was single and the rest were

married.

Three of the nurses were employed full time,

was an evening nurse who worked part time,
per diem schedule,

one

and was working a

although she had previously worked many

years as a full time community health nurse.

All nurses had

previously worked in hospital settings and had made the
transition to community health nursing because of interest
in the specialty and/or a desire for more autonomous
practice.

Nurses*

Perceptions of Structure of Effectiveness

In keeping with the conceptual organization established
in analysis and sorting of client data,

the nurse data are

similarly presented from the perspectives of structure,
process,

and outcome.

As in the client interviews,

nurses also illustrated by example,

the

a number of nurse

qualities or qualifications related to effectiveness.
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The

following table presents an overview of the structural
qualifications the nurses in the sample described as present
in effective home care nurses.

TABLE 4
Nurses'
Cognitive

Nurse
Nurse
Nurse
Nurse
Nurse

Structural Criteria of Effectiveness
Psychomotor

Affective

X
X
X
X
X

X
X
X
X
X

AX
B
X
C
X
D
X
EX

All five nurses described knowledge as being directly
related to effective practice.
You must have sound knowledge in order to be effective
in home care nursing.
I think a nurse needs to be comfortable with herself
and her knowledge base.
Not that you have to know
everything there is to know about different diseases
and nursing itself, but to be able to recognize that
there's a problem, where to go to resolve the problem.
The nurse must have a good medical background to help
deal with these patients.
They have a wound, they may
also have a history of heart disease and diabetes.
You
go in, check them, and they have atrial fibrillation,
and if you don't recognize it, you're in trouble.
Once
again, you have to have a good medical background.
You
have to, at least, know there's a problem.
I'm not
saying you have to know its A-Fib, but you need to know
something's wrong with this guy and he needs attention.
If you're missing that, you can get yourself into big
trouble, and the patient along with you.
You need to know what you're doing.
If you don't know
for example what you're hearing when you listen to
lungs, and then someone goes into congestive heart
failure... this shouldn't have to be mentioned.
It's
absolutely necessary.
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I think we should, add knowledge to th© ©ffectivsnsss.
You can get by for a period of time and you will
realize shortly where your deficits are, and if you're
willing to get the knowledge to do the job, you'll be
effective.
But if you are not willing, you won't be.
So, it's okay to start let's say as a neurology nurse
and end up having to do cardiac assessments, if you're
willing, when you don't know what you need to know, to
find out.
Then you'll be okay.
If you are not
willing, you're out of luck and so are your patients.
And I think you take on a responsibility when you go
and see these people to be effective and to be
knowledgeable? and so if it's some odd fluky thing
you've never seen before, that's a little different
than not being able to do what you're going to be asked
time after time.
So you have to be willing to find the
knowledge, whether it's reading, or whether it's going
to your cohorts and asking, or whether it's just
saying, I'm out of my element, I need information, and
asking the physician will be helpful too.
You know,
you call and you say, this is going on, what do you
want me to look for, and he'll basically tell you why
he sent this patient to you if you're having a problem.
Well, If she has a knowledge deficit, she isn't going
to be able to make an effective decision, so, it would
hurt the home care situation.
Four nurses also expressed their opinions about
educational preparation and/or experience prerequisites for
the role of home care nurse.
It all goes back to the nurse who needs to have a wellrounded education.
When I was in college, that was the
thing that was stressed, not so much nursing, but to
get your bachelor's degree, it was all the other
courses you had to take to help round you out.
You
know, we thought they were crazy courses at the time.
Like I had to take religion, math, sociology, and
psychology, and all courses like that.
And you had to
ask, what does this have to do with nursing?
Now that
you're a nurse, you see what it has to do with it, and
at the time you don't realize it.
It's a hard issue because I know so many of the people
I'm working with came from a different spot
educationally than I did, and are still working
effectively.
I don't know if you necessarily need a
special nursing program or a bachelor's degree or
courses beyond that.
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These two nurses seem to be grappling with the same
issue that appeared to be at the essence of some of the
structural research that appeared in the literature review
in Chapter II of this study,

indicating that it is a problem

for the practicing nurse as well as nurse educators and
managers.

There did, however,

seem to be more unanimity of

opinion around the work experience that one should bring to
this role in order to be effective.
I can*t imagine coming to this job without having done
some hospital nursing first.
If you did, if you came
to this....I know we get some people, I think, but if
you did come right to this job from school say with no
other experience, I don’t know, it might take a long
time, longer than people with experience, to be
effective.
I think a new graduate would have difficulty being
effective in this role.
I think you have to come from
a spot where you have some knowledge and practice
behind you.
You have to be an exceptional new graduate
who is really willing to work hard and ask a lot of
questions.
An effective home care nurse needs a well rounded
background with hospital experience.
Procedural knowledge or competence with skills was also
unanimously reported to be necessary in order to be
effective.
I mean you have to have good nursing skills on top of
everything.
You don't want to go in and cause an
infection.
In home care, you're the only one there, and you have
to have skills, you have to check the blood pressure
and heart sounds, and decide if you need to send this
patient to the hospital.
The more I think about it, excellent skills and sterile
technique are essential to being effective.
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We must have excellent skills and basic sterile
technique.
I mean you either have sterile or nonsterile and its either one or the other, there's no in
between.
Skills.
I think when you're a nurse caring for sick
people, it's not negotiable.
You've got to have good
skills like dressing skills, physical assessment, IVs,
or whatever.
You have to have everything I mentioned.
It's not a matter of choice.
I didn't mention the stuff related to the physical care
in the care plan that you go in to do.
The procedures,
I sort of took that for granted that those are the
skills that you need to take care of your patients that
definitely count.
I just kind of glazed over them
because that's so fundamental it goes without saying.
The act of physically giving care, the procedures, the
physical assessment, the sterile technique.
The home
care nurse must be expert in this area.
When discussing the affective domain, the nurses
identified a wide variety of behaviors and qualities that
are essential and fundamental to effective home care
nursing.

All five nurses in the sample describe affective

qualities as necessary to be effective in home care nursing.
Compassion is one.
Sometimes patients are so
different.
In the community setting they are in their
own home, so I think compassion to understand or
understanding how they want to live at home, their
situation, and how their family wants them to live or
views them.
You have to be really open, and you have to have, I
won't say a cheery disposition, but you can't have a
negative outlook and say, this is never going to work,
because the patient will pick that right up and say,
"hey, why bother".
So you have to be positive about
everything.
Even if you know deep inside it's not
going to work, you have to give it a try.
Poor
attitude and poor disposition have no place here.
And
be open to change.
I think change is hard for
everybody.
The nurse should also be very understanding
of the patient's wants, his home environment.
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I think a lot of people want you to ask permission
before you use what's there, even if it's the bathroom
or the telephone.
I think, if you don't respect
someone's privacy, if they say "can you come at eleven,
I can't even get out of bed until then", and you say
no. I'll be there at nine.
That doesn't work.
I guess
if you can't develop the trust for whatever reasons, if
the patient sees you as someone that they don't think
can help them, then it's not going to work.
If you
can't get the patient to believe that you know what
you're talking about, want to follow through with what
you've said, then it's no good.
I think you need to be a specific type of nurse.
That
you need to be willing to work on your own time, well
organized, willing to follow through, even if you're
feeling like calling the doctor at this point.
I think
you also have to be willing to open yourself up to some
very sad situations and be able to take that home with
you and deal with it so you can sort it out.
It is a
very hard thing to be working on difficult health
issues with people who have nothing.
I don't wear nice
jewelry, I try not to dress too well, I don't want them
to think I'm a threat: I also don't want to set myself
up to look like I have more than I do - to be worried
about someone trying to bother me while I'm trying to
do my job.
I think you have to sort of put yourself in
the patient's place.
I think a lot of the nurses who
do this job are very special people. Of course, nurses
are special no matter where they work, but I'm very
impressed with the calibre of nurses I've seen here,
and with the number of very nice things that they've
done for patients.
I think lack of tact doesn't contribute to
effectiveness.
Prejudice really doesn't have any
place.
Lack of acceptance for other people's beliefs,
culture and ideas doesn't have any place.
You need to
be understanding and tactful, and a lack of those
qualities isn't going to get you anywhere, I don't
think.
I think you do need more, I don't know,
just more people skills.
Professionalism.
Because you're out there and you
represent this agency and some people don't even know
what it is, where it is, you know, so you're really out
there representing this place.
You need to be
professional.
You need to have compassion.
You need
to be friendly.
The first word that comes to mind is open minded and
very flexible and quick to make allowances because as
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you said, there are a lot of cultural diversities that
you run into.
Just be very flexible.
I think probably one of the most important things for
effectiveness in home care is for the nurse to feel
comfortable in the home.
A lot of people don't.
My
friends who are nurses would not feel comfortable in a
person's home taking care of them there.
I don't know.
They are not too specific about the reasons why they're
not comfortable.
The whole idea of being sensitive to values is
important to being effective.
It helps me understand
where people are coming from.
As far as their beliefs
and how they were raised, and maybe their religious
beliefs.
I've learned to really look at that and try
not to jump to conclusions about why people think the
way they do.
It's a better understanding of where some
people are coming from.
They won't move out of the
dingy dark rooming house when they could, or they won't
improve their life.
I think anyone that's willing to do this job, willing
to wade through the paper work, work in different
sections of the city where people wouldn't venture, has
to have everything that's essential to be effective or
they wouldn't do it.

Nurses'

Nurses'

Perceptions of Process Effectiveness

descriptions of the activity of the home care

process was rich with description and anecdotes.
speaking to effectiveness
like the patients,

in this context,

the nurses,

much

used personal experience to serve as the

exemplar to convey meaning.
overview of the nurses'
most

In

Table 5 below presents an

perceptions of process activities

intimately linked with nurse effectiveness.
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TABLE 5
Perceptions of Process Activities
of Effective Home Care Nurses
ROLE

NURSE:

Decision Making
Advocating
Clinical Competence
Communicating/Supporting
Teaching
Family Involvement
Caring
Dealing with Own Feelings
Accruing Clinical Knowledge

A

B

C

D

E

X
X
X
X
X
X
X
X
X

X
X
X
X
X
X
X

X

X

X
X
X
X
X
X
X

X
X
X
X
X
X
X

X
X
X
X
X
X
X
X
X

X

All five nurses referenced the importance of decision
making and problem solving when discussing the qualities of
effectiveness in home care nursing.

They related the

conceptual idea of decision making to the reality of their
own practice experiences.
When I come in, my entire shift is structured around my
decision making.
What sequence to see my patients in,
who comes first, middle, last.
Who needs to be seen in
what order because of diagnosis.
What my geographic
territory is, how can I be economic about the miles I
cover?
Also another important thing is safety.
Which
neighborhoods should I feel safe in and which ones
should I definitely be out of by 9:00 P.M.
There are
so many basic decisions even before you enter a home,
and you really need that all figured out so you can get
to each home at the appropriate hour and safely.
Also
the ability to problem solve.
Not just patient
problems, but just ordinary kinds of problems that
arise in the course of your work day.
One night I was
out in the Anytown area seeing a patient and my car
died.
Luckily it happened after I saw my last case.
But I had to figure out how I was going to get my car
problem resolved safely and quickly.
There are some
things that come up quite normally in the course of a
shift, and if you're the type of person or nurse who
lets the daily things of life throw you, you can't be
effective in this kind of nursing.
You've got to be
able to - well think on your feet.
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Every time I see a patient, first I assess the
situation, then I decide what to do about it.
Can it
wait a while, does it need to be handled there and
then.
You must be able to make a decision and be
comfortable with it.
Being in the home, we're out there by ourselves.
We
can't run out there in the hall where you have the
doctor or the teams.
You know, you're only a phone
call away or an ambulance call away.
You have to make
a lot of quick decisions on your own.
Should I call
the doctor, should I not.
If I don't what's going to
happen.
Whereas in the hospital, there's a lot of
support.
Basically, the first time you meet a patient, you don't
know their background, you don't know where they're
coming from.
Like if some people just run a temp of 99
normally, do you call the doctor on this.
You have to
set your own priorities.
Anything over 100, we notify
the doctor, but still, 99 I am concerned about because
that's not normal.. Now I think, do I wait and call, or
do I recheck the temperature when I call, low blood
pressures, low pulses, where do you step in and call
the doctor?
Or if a wound doesn't look right, should
they be seen tomorrow or today?
You know you have to
take into consideration if they're diabetic, it can't
wait until tomorrow, that has to be seen today.
You're the only one in the home, you've got to check
the blood pressure and decide if this patient... if you
need to call the doctor, if you need to send the
patient to the hospital.
In the hospital you need your
skills, but also have someone you can call in the room,
someone walking by
or another nurse who can come in.
But in the home, it's just you and the patient to make
the decision, to follow up this problem or not.
The
nurse would have to have good decision making to be
effective.
The role of the nurse as advocate was addressed in the
interviews,

and three of the five nurses in the sample

stated that they felt that advocacy was an important role
for the nurse.

The two nurses who did not speak to the

concept of advocacy were the evening and per diem nurses.
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Perhaps the definitional context of their roles make
advocacy less important in their practice.
Okay.
Lets take for example a man who has COPD
(chronic obstructive lung disease) and is having
difficulty breathing, and breathes better upright.
Oftentimes equipment will come to the house that will
not be paid for unless its written in such a fashion
that it's absolutely necessary.
After a fashion, you
begin to ask the pharmacy who's going to be delivering
the electrical bed, what do I have to write so this bed
will be covered for medical necessity.
Insurance
companies aren't going to pay for stuff that isn't
reasonable or necessary, so you say, okay, in order to
have this electric bed covered, the doctor has to
document to us, that patient has to have his position
changed almost instantaneously, that he's unable to do
it himself, that he's left alone a good portion to the
day, and that the only reasonable way to do this since
he's pretty bed-bound, would be with an electric bed.
Then they'll cover it, but if you just call for an
electrical bed and don't tell them what's going on, you
end up paying quite a lot of money each month to rent
it.
And I think that's important for families who are
already strapped financially, who have a family member
who is sick, not to be burdened any further than
necessary, if its at all possible.
Sometimes Medicare
will cover a commode, but only if the bathroom is
upstairs.
Well, they're never going to make a home
visit, and if the patient can only go five steps from
bed to commode, certainly its better to get them a
commode than to have the family overburdened.
So we
say, of course the bathroom's upstairs, and we try to
get them the equipment they need.
It may not be fair
to the insurance company, but someone's dying, and
they're going to be able to stay at home if they have a
commode at their bedside, it seems like we're saving
them a lot of money not having to place them in a
nursing home and then back to the hospital, because
they have a commode.
So the nurse becomes a bit of a
scoundrel.
I think we all want for the patient's
benefit, always.
And I think we're taught how to help,
and we're supposed to do what we can, not to cause any
further suffering so to speak, and I think that
although sometimes you're conflicted, you'll have to
determine what you can do for the patient's benefit,
and I think that within certain parameters, it isn't
such a hard thing to do.
Maybe a patient's meds are too expensive for him and
you know that he's only taking two doses of his heart
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meds instead, of three a day because they’re so
expensive and he just refuses to get it refilled too
much.
Once you've let the MD know, sometimes you have
to convince the doctor
to be a little flexible even
though it may not be the best thing for the patient's
cardiac status.
And you've educated him about taking
it, because if he has to pay for his own meds, and he
just doesn't do it, you just have to not look sort of.
Not exactly, but...
We're the only people out there who are going in who
are going to be getting those kinds of things for
patients so we have to be real careful about how we
word things for insurance purposes, to have equipment
covered.
I really see them (effective nurses) as
patient advocates.
And I think that's really important
and I don't think they're going to get it from a social
worker, and I don't think they're going to get it from
the person who delivers their papers or meals.
They
really do need a nurse to advocate.
Most of the time you do advocating for the patient.
There are times when the patient has everything under
control themselves, and really don't need us and that's
when we say, you know you're doing fine, and leave
everything be.
As might be expected,

nurses had much to say about

effectiveness and clinical competence.

All five nurses in

the sample described clinical competence as related to
effectiveness.
As described, effectiveness was not the isolation and
discussion of a series of skills, but rather a
synthesis of nursing tasks, procedures, activities
applied in the art
of care giving.
I might be taking care of someone's leg ulcers, but I
also know and understand the whole medical background.
So when I listen to someone's chest, I can know I'm
hearing A-Fib (atrial fibrillation) or whatever, and
that it can't wait.
I've got to handle it and call the
MD or whatever.
It goes back to the assessment skill,
the work knowledge base.
You really need to know your
information, but not stop there.
You've got to be able
to react to what you see or hear.
So knowing about
wound care, or congestive heart failure , or A-Fib is
important, but more important is what you do with that
information.
If I'm in a home, and I recognize
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symptoms out of the ordinary, that's only part of it.
I think what you decide to do about is the real
challenge in being effective.
You've got to remember
these people won't see another nurse until the next
day, and a nurse can't leave unless she's sure the
patient's condition is such that given ordinary events,
he or she will be okay until the next nurse comes.
It
really is an awful lot of responsibility.
Effective patient care.
It's actually patient and
family care to the extent that the nurse looks at more
than just a wound or an irregular heartbeat or a leg
stump or whatever.
It is more holistic because we're
on their territory.
We have to look at the fact that
this lady who just had the heart attack has six
grandchildren
living with her or whatever.
It's a
much larger scope.
Well, I think they still think we go in and give a
bedpan to a patient.
I mean, whoever heard of a nurse
going to a home and starting IVs, and taking care of
ventilator patients.
You know, some of these humongous
dressings that we have, they're not just dry sterile
dressings.
I'm thinking of a particular case I have at
the moment.
The patient's been readmitted with
diabetic keto-acidosis so many times its unbelievable.
I went out there today to watch him
administer insulin
and watch him do his blood sugar, and he said, "oh. I
didn't think you were coming, so I went ahead and did
it".
I spoke with his wife and she says she doesn't
know if he took his insulin, and in this case I feel
better if I speak with the MD and tell the patient what
the MD says, because I do not trust the patient to
follow through or he might misinterpret the
information.
He has a history of multiple personality
disorder; no one is sure why he does those things, I
just want to make sure I'm covered
and I've done all I
can possible do for him clinically.
We have to take care of, we need to have more resources
because we have to be alert to other things besides the
physical going on.
Maybe there are some problems with
insurance coverage for care, and unless they can stop
worrying about having to pay for their own care, we
can't be effective.
We're not going to get our
teaching done and they're not going to listen to our
instructions.
Maybe in order to be effective, we have
to pay attention to everything, their agendas that we
might not see caring for them in the hospital.
You have to be able to watch everything.
There's much
to look at, all at the same time.
And it's an ongoing
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thing.
There’s no way you can get it all on the first
visit.
I had a patient yesterday and she was very
difficult to evaluate as I asked he if she needs help
to bathe and she says no, but her daughter-in-law says
yes.
And I needed to assess her need for physical
therapy, and I didn't even say to her, "do you need
physical therapy", because I figured she would probably
say no, and then she told me she had fallen the day
before, so I immediately put in a request for that
service for her.
You have to notice home safety.
I
notice for example if the water's too hot, especially
if the person is a diabetic.
Notice if the water is
too hot when you wash your hands after doing whatever.
Or, notice the lighting in the house.
A lot of people
have scatter rugs,: they are a hazard if a person has a
cane, or is a diabetic or has lessened sensation in
their feet.
Take the individual patient in his own situation, and
see how you can tailor the care plan to do what you can
do for this patient.
See to do the hands-on, whatever
the patient will approve.
Maybe hygiene is a need, or
nutrition, maybe activity.
We tend to see those things
first, then get into the social aspect of it.
Does the
patient get out at all, can we get them to day care,
should we get in referral services here.
All these
things are necessary for the patient.
We do many things.
We educate patients to their
illness so they don't have to go in the hospital, we do
dressings, or whatever, and we teach them, do
preventive teaching with them so that they know what's
going on with their body.
We also provide other
services, like elder home care.
All five nurses described communication and support as
important home care nurse activities.
however,

Unlike patients

they did not qualify communication into social and

therapeutic categories, but rather blended the idea of
communication with the activity of support.
Communication, and it takes so many forms.
Some people
aren't comfortable with touch and some people are, and
I think that you just have to be willing to treat each
patient as really individual and find out what's going
to work.
Is it going to be humor because the patient's
always trying to get you to laugh, or is it going to be
being very serious and professional because that's what
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they're looking for at the moment.
They're frightened
they've just been out of the hospital.
Everything is
so individual and yet it seems to work even when you're
dealing with very different people.
I can't tell you
what it is.
Communication is intuitive.
Communication; being able to communicate with them, get
down to layman's terms with them.
Lay it on the line,
saying, look, this is what you have.
To describe an
infection, for example, you want to know: red, painful,
swelling.
They don't want to know if they have edema
there or something; they don't know what the words
mean. Good eye contact, see if they're
understanding you.
Definitely good communication skills, and I don't know
what you want to call the.... your technical skills.
I
think those are basic, and definitely skills that you
need to perform this job and everything else seems to
come into place.
Communication.
Sometimes touching someone's hand or
arm really conveys so much caring.
Then there's
listening for what is said and what is left unsaid.
Talking to patients is really important.
Eye contact
is another thing I use almost consistently.,
This one
is silly, but smiling.
That's real important. Then
there's being supportive; that's a big one.
I think good communication is necessary to be
effective.
Listening is very important.
Some days you
can be in a hurry and you probably convey that, but you
can listen.
Because if you've got someone who may be
heading into congestive heart failure, unless you
listen to them telling you, gee, I've been coughing up
this white phlegm, or I've been really short of
breath... maybe they're sitting in a chair and have
been for two hours and they're not short of breath when
you examine them.
I think listening is the most
important thing.
It's essential.
I think you've got
to hear what they're saying.
Description of teaching and how important that is to
effectiveness in home care nursing was identified by four
nurses.

The one nurse who did not discuss this facet of the

role worked evenings.
A lot of teaching, and that's part of effectiveness,
More so lately than when I first started in this job.
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Just teach, teach, teach.
Teach families if the
patient is bed bound; you know, complete bed care,
transfers, skin—care, nutrition, a lot of medication
teaching.
It's a big role.
I feel that an effective nurse is an objective observer
and a teacher; you're not necessarily involved with the
people who are ill, so that you can make judgements
outside of those feelings.
The home nurse is a teacher.
You tell the patient what
to do, and the patient does it, whereas in the
hospital, the nurse does it for the patient, and the
patient's just a bystander.
There's disease management through the teaching
process; telling them what's going on with their body,
along with the physical care and dressing changes.
I
think there's a lot to do with disease teaching that
takes a lot more in.
An example would be dressing
changes.
We show the patient how to use the sterile
gloves.
The sterile technique.
We do all the teaching
and document what we taught and how the patient
understands and whether or not they comply to it.
Family involvement,

a big part of the tradition of home

care was discussed by the nurses.

All five nurses in the

sample identified family focused activity of the home care
nurse.
You have to look at the family situation.
Do you have
one sick person taking care of another, and that
happens a lot with elderly couples.
A woman will come
home after having a broken hip and needs a lot of help
as far as her mobility is concerned, and her husband
has maybe had a heart attack in the past months, so you
need to look at their situation as far as how able is
the family member who is there to take care of them, or
how available are family members, and how involved are
they if they're not living under the same roof.
The nurse should tell the patients what she is doing.
Involve them and the family.
After all, I'm only there
a
short time, and the family is there all the rest of
the time, so you've got to include them; they need to
know what to do after I'm gone.
I involve the patient, the family members, whoever is
present.
Even if it is a friend visiting.
"Would you
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check my blood pressure too?"
I don't have a problem
with that.
They enjoy it, and it makes a big impact on
the patient.
It shows this nurse cares, not just for
me, but she'll take care of my friend, my family
member.
You know the family member knows what to
expect if they know the symptoms of diabetes or an MI
(myocardial infarct).
Support the patient and family.
Some of these people
have families that we help by providing support.
Sometimes we get them hooked up to respite services.
I
think those are the two big areas with families:
teaching and support.
The nurse should be able to recognize if the family
member is stressed, taking care of the patient.
There
are a number of ways to assist with that.
It's having
meals on wheels delivered at lunch time so that family
member doesn't have to worry about that particular
thing.
Or whether its getting a home health aide in
there to do some care so the family member doesn't have
to worry about that issue.
Bringing in
a home maker
to find out whether home making would take a little
pressure off; or whether to begin talking about
placement elsewhere.
That's a very hard thing, but
that's appropriate too.
The nurse has to be willing to
assist the family to take some of the stress from
someone who is ill and give them confidence that they
can in fact care for this patient.
And give them the
willingness to know that if they can't care for the
patient any longer, that no one's going to make a
judgement call, and that we will assist them to get to
a place where the patient could be cared for.
You know
two hours of home health aide care gives you still
twenty-two that you've got to deal with and when you
can't do that anymore, you shouldn't have to.
So I
think the nurse has to be willing, as much as she likes
the patient and the family, to separate them if that's
necessary.
It's a very difficult part of the job.
I think you have to be real careful not to get into
family arguments, and not to take sides.
You become
real friendly with the patient.
Now if she's always
fought with her husband, you might suddenly be fighting
with the husband too, so you have to be real careful.
Caring,

a topic of concern for four of the patients in

this study, was also of concern to the nurses,
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and all—six

nurses spoke to the importance of caring in home care
nursing.
Caring for the patient, I mean I have feelings for this
person, they're just not a body that I'm working on;
I'm dealing with someone's feelings, personality.
And
even if I don't get along with them, I care for them
personally.
Like I really like this person.
I think to be effective, you need to be able to care
for the person, not just physically care, but
emotionally care also.
They all intertwine for the
better of the patient I feel, and I get more out of it
too, knowing that I've done everything I can for this
patient.
Caring, that what helps you maybe be willing to try a
little harder to get a service if they qualify, or get
an extra resource for them.
You definitely get
attached to patients and their families, even if it's a
person you don't particularly enjoy as a person.
You
do get attached because you become part of their
household for a time and find out how things run, and
you know, you can't help but care.
You want the wound
to heal, you want them to reach their optimum cardiac
status, and that is important, because when you care,
you get tuned in a lot more to
the less obvious.
You're able to read their body language; you're able to
see them when they're tense or worried about something
or upset.
You can pick up on those non-verbal clues a
lot faster when you do care, and I think you can care
about a patient even if you don't like them.
You can
care about them if you don't care for them, and still
take good care of them.
It's hard at first, but you
can put your own feelings aside and care for a patient.
Sometimes you see such poverty or such difficult
physical issues in patients and families.
It must be
so difficult to live like that.
I believe that home
care nursing really open your eyes to the world.
I
think the fact that although it sounds weird, I care
about the patients I see and really want to do
something to help..
Being in home care
lets me.
In
this kind of practice I think you need caring because
you see the patient as a person, a human being, with
all kinds of feelings, thoughts, home issues, family,
etc.
It's different than in the hospital where the
focus needs to be on the physical well being and
sometimes, no often excludes the other things that are
so important in home care.
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Some of the nurses who go in and, ah, how to describe
it, some nurses just aren't compassionate.
They just
go in and are very business like and sometimes you're
just not going to get anywhere and you're not going to
be effective no matter what you're trying to reach,
whatever goal.
For some patients it might not matter.
Maybe they're getting all their needs taken care of
elsewhere.
All they need is for you to come in and do
the tasks.
But for the majority of patients I think it
isn't enough.
While these exemplars illuminate the activity of care
giving,

they do so from the perspective of the nurses'

perceptions of how clients benefit.

Interestingly enough,

nurses suggested that they also experience benefit through
heightened awareness of the self.

They speak freely yet

cautiously about being bound and limited by human and
personal responses.

They speak about the struggle of bias

and social distancing when caring for clients who represent
a divergent social,

economic,

and/or value orientation.

Four nurses identified the fact that the home care nurse
must struggle and sort out her own feeling about clients who
are different.
Another thing would be to be able to accept people for
who they are.
We go into some really awful homes dirty - no filthy.
And we have to care for all types
of people. If you can't do that, I'd say you'd be
ineffective in home care because you've absolutely got
to put your feelings aside and provide the care even if
you don't like or disagree with the way people live.
And some people do live a horrible lifestyle that ends
up with them needing health care.
It is a matter of
caring for the person, even if you disagree with their
lifestyle.
We go into a patient's environment which is a real eye
opener.
It's very hard for me to go into X Housing
Project, but that's just personal with me.
It's hard
for me to accept them, go in there...and I try not to
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act that way, but deep down inside of me I'm very upset
4125
to be there.
You just have to put your feelings on a back
burner.
Go in, do your thing, offer you services, and you
know, if there's anything I can do for you, please call me
and hopefully everything will work out all right.
I just go
in and say to myself "put on your happy face and do your
thing".
And I have to say, I do my thing and leave, and
just make the best of it.
You have to be able to comply
with what's going on in the house and if there's wildness,
whatever, you have to tell them that this is wrong, and to
do it this way.
I really think it's life styles.
For those
on Medicaid, for them to get a raise, they go out and have
another baby.
You and I are paying for that baby and it's
wrong.
That's my opinion.
I mean I am strongly not for
that, and I think
it's really disgusting, but then there
are also nice people living over there, and you say "why"?
And they say they've been here for twenty-eight years, why
move now?
I just have to accept it.
I can't change others,
only myself.
Another thing I really feel is part of being effective,
is just accepting some of these people the way they
are, and that ties in with...some people are not going
to change for anything.
You can have all these goals
and ideals for the patient:
I'm going to get him to
day care, I'm going to get an aide to improve his
hygiene...it's not going to work with some of these
people.
They just want to live like they are living.
Sometimes there are very small gains you can make.
At
least you can get him to take his medicines now.
That's all you are going to get with this patient.
It's hard to accept that in the beginning when you take
on this job.
They have the right to live how they want to live,
really, when you come right down to it.
I guess I
really don't have a problem with that.
I talk about
how it would hit me when I started this job to see
people in these situations.
It took me a while to be
able to say, well, if that's how you want to live,
there's nothing else I can do.
It might have taken me
a while to get like that, now I don't have a problem
with it, I guess.
I don't know if it's good or bad,
you know.
Sensitivity to values is
effective.
It really helped
me understand where people are coming from.
As far as
their beliefs, and how they were raised, and maybe
their religious beliefs, I've learned to really look at
that and try not to jump to conclusions about why
people think the way they do.
You can't shove your
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values down other people's throats.
I try very hard to
understand where people are coming from a lot of times.
If someone won't apply for Medicaid or won't put any
money in a saving account, or whatever, I have to stop
and think.
Well this person is old and during the
Depression went through it and saw a lot.
You know,
just lost all their money.
Some people don't want to
accept welfare so they could have help to pay, or they
could have a home health aide for the rest of their
lives or whatever; they just don't want charity.
And I
really need to be able to understand where people are
coming from.
I have to put myself in their brain even though I don't agree with it.
Maybe it helps me
to understand it a little better.
Effective home care nursing practice also seems to
yield learning for nurse clinicians.
nurses

Four out of the five

indicated that they had experienced professional

growth as they continued to practice in home care nursing.
There have been some nurses that have come and gone in
six to twelve months, and I would say that's just not
long enough to really whip this job, you know, if you
are really going to like it...or maybe some just know
right away they're not going to like it.
It's the
travelling, the isolation to some extent.
You're not
with your peers all day.
It's hard to say how long it
takes to learn this job, I'm still learning it after
thirteen years.
Things change you know.
I'm thinking
back to when I started here.
I probably didn't feel
comfortable making decisions on my own and making the
appropriate referrals, probably for a year.
Just
getting really comfortable.
So many aspects to it, and
if you don't live in the city, just driving around,
that can make you uncomfortable.
If you don't know
where you're going, that will effect how you're doing
everything else.
This is the most independent job I've ever done.
And I
really appreciate the fact that I'm not often checked
up on.
They expect you to do what you say you're going
to do and the fact that they expect it from you makes
you do it even more.
You grow in this job.
I think being a community nurse becomes so much a part
of you that you don't realize when you're using your
nursing skills.
You're suddenly a nursing person and
you begin to hear other things that other people aren't
hearing.
And you go away from conversations, even at
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parties, and you say to whoever you are with, "did you
hear what he said"?
And they'll say "no, what do you
mean"?
But underneath what is said is really someone
who is in distress, or someone who just had a wonderful
experience that other people miss because you're
hearing things differently.
So its really hard to say
what ^is basically and fundamentally what you bring to
the job as a nurse, because, after a while it's part of
you, and you can't separate it from what you are - it's
always there.
You can be walking down the beach and
you see a person shaking and you say, "gee, I wonder if
he's on medicine for Parkinson's".
Or you see a mole
on their skin while they're at the beach and you say,
"I hope he's getting it checked out, it just doesn't
look right", and it's not something you can turn off
because you're not at work.
It's there, so it's very
hard to say what you necessarily take with you, because
it's there even if you're not working.
I mean, I've grown in the position and know about the
surroundings and have come to meet a lot of different
people and personalities.
I can most of the time
effectively help most of these people.
I think there's
something in us that we learn to develop as we grow in
our job, in our own lives.
You know, we reach certain
levels.
You come across different situations or life
experiences or whatever.
I think I get more involved
with my caseload now, the patient, the family.
I know
more.
I mean, before it was more mechanical, now I
feel more relaxed in my position and know that I can
really help them.
I don't have as many fears as I did
when I started.
Less mechanical, more feeling.
More
emotional with the patient.
Instead of just going an
doing a dressing change and leaving, I sit down, do a
dressing change, talk with them.
Sometime they'll
offer you coffee or whatever.
I know you're not
supposed to take it, but, you know, I really interact
with them.
I get more of a feeling for them instead of
just worrying about the wound, I take the person as a
whole.
The descriptions above depict how nurses perceive the
process of effective home care.

They indicate a valuing of

a wide range of clinical activities which seems to reflect
feelings in concert with ANA definitions of practice,—in
addition to the rich history and tradition of community
health nursing.

There is evidence, however,
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of divergent

°pini°n within the sample about how home care nursing should
be delivered from an organizational point of view.

The

issue of the per diem nurse was identified as relevant in

,

ih.terviews—with—all—five_nurses

and there was a wide rancre

of opinion expressed? most of that opinion seemed to be
linked with one's condition of employment.

The following

table presents an illustration of this issue.

TABLE 6
Summary of Responses to Concept of Per Diem Nurses
Nurse Category
Per diem
Evening
Full time
Full time
Full time

Positive

Negative

Unsure

X
X
X
X
X

Continuity is important, but the system doesn't always
provide for it.
And I don't know how to get around it.
When I first started here, you always saw the same
patients.
You rarely gave your patients away.
There
were so many nurses and there weren't that many
patients, you just saw the same people.
Once in a
while you would get a different nurse.
But that's
gradually changed.
Now every day there are far too
many patients, so every day they are giving patients
away.
That's really changed, and I don't know how to
get around that really.
With some patients, it's okay,
but with others you really need to see the same one or
two people.You (per diem) can still be effective.
You could still provide what he needs, the services,
the medication teaching, etc.
But you can't do the
phone calls; that's such a big part of this job.
I see no difference in the type of care based on
working a particular shift or part time.
It rests with
the individual nurse.
I feel like my years of
experience make a difference in my practice.
In the
evenings, you really aren't there to do all the things
that are necessary to do on days, like connect patients
to other services and so forth, but I think
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effectiveness has to do with how well you do the job
you have, given.its definition.
Care is very different
because you go in to meet very different needs.
I
don't see how it makes a difference in effectiveness if
the nurse has the assessment and decision making skill.
It is very difficult to go in to a patient who has had
a different nurse every time.
It's really obvious that
they haven't developed a trust relationship.
It is
really difficult to go and see a patient for a nurse
who's had that patient daily and you hear from that
patient, "well, Suzie always does it so and so", and
it's obvious that you don't have that trusting
relationship with them.
I think it must be hard for
them to be passed around.
Five weeks into their care
plan I go see somebody and they say, "we've had a
different nurse almost every single time".
I say
"wow", because then I go back, and they're right.
Their visitor reports have a different nurse.
And it's
not just because of short staffing, changing census
tracts around or whatever.
It doesn't happen terribly
often that severely, but it does once in a while.
Now I think you get into per diem nursing and I have my
feelings against them.
Uh, I think to be effective,
you have to be totally accountable for your patients,
from the time they are admitted to discharge.
If not,
you're not going to make an impact on them.
And we're
here to make an impact.
To teach patients.
They have
to trust us, we have to learn to trust them.
You know,
if you're just going to go in and take a blood pressure
and leave and not even comment on it or speak with
them, you know, get into their feelings and let them
know you care, and that's what I have a feeling these
per diems do.
I get the impression they're just there
to make money, take a blood pressure and leave.

Continuity is important, because when somebody is on
vacation, we cover for each other, and we take cases
that are close to the census tract we're in, and the
first thing you do when you call on the phone is hear,
"what happened to Mary"?
You know that they already
feel like you're second best; that you don't know them
because you haven't seen them, and that you're going
into a situation that you really don't know as well as
you would if you had followed them right from the
hospital.
So you read the chart, and you read the
meds, and try to see what 's been going on and you do
the best you can to punt, and keep them happy until
their real nurse gets back.
But we all take a vacation
sometime, and I do think form an objective point of
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view, someone coming in and seeing a woman that hasn't
been seen before cam say, "umm, I wonder if they
considered doing such and such to this, and sometimes
it may be a good thing to give your patients away and
have someone objective going in to see them.

Nurses*

Perceptions of Effective Outcomes

There was some nurse discussion about outcome
effectiveness,

however the ideas that were expressed were

somewhat global and not very concretely articulated.

This

is representative of what was identified in the literature
review and supports the idea that nursing has a long way to
go before it identifies outcome criteria.
nurses

Four of the five

in this study did discuss concepts related to

successful

client outcomes.

I think it's keeping the patient basically out of the
hospital and caring for them there in the house,
keeping them in their own environment so they're
comfortable and not threatened by what's going on.
I think effective home care depends on the type of
patient; you're talking hospice versus a young person
versus a lot of middle age to older people that we see.
For example hospice home care might be enabling that
person to stay at home, to die, his wish, the family's
wish, you know, all a smooth process for them.
Whereas
in our maternal child area, effective nursing is
probably getting into some of these high risk areas and
trying to prevent maybe a disaster's happening, or
giving them outlets, or guiding them in the right
direction to resources.
In the acute and chronic
areas, just maintaining people at home, keeping them
out of the hospital.
You're intervening and hopefully
picking up on things that you can report on and take
care of before it gets to the situation that they end
up in the hospital emergency room.
Effectiveness has not only to do with physical
condition, but also with patient satisfaction.
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When you are effective, things work out.
When you're
effective, the wound heals; when you're effective, the
person perhaps stays out of the hospital a little
longer than they would before you were coining in; when
you're effective, the meds get taken properly, and
someone actually starts to get better after a fashion.
I think it's nice when you get to see that happen.
That when you follow someone for six or eight weeks out
in the community, about that time they're starting to
get well enough for you to know that it's okay.
And
you've given them as much as you can think to possibly
give them, so that if they're not okay, perhaps they'll
get themselves to the doctor a lot sooner than they did
last time, and perhaps they'll avoid being in the
hospital because the medicines will be changed so they
won't go into congestive heart failure, or they won't
have another problem.
So I think it's nice to see
that.
It's nice to see people taking on the knowledge
and when you walk through the door, have them say,
"I've gained two pounds, and I think we're going to
have to do something about it."
And two pounds in a
short period of time with puffy feet and difficulty
breathing isn't such a grand thing, but before they
didn't realize that.
They didn't feel good, but didn't
know what to look for. So it's nice for them taking on
some of that knowledge and actually using it.

Nurse Supervisors'

Perceptions

Nurse supervisors devote much energy and time on

issues

related to effectiveness within their particular units,
therefore,

the researcher believed their perceptions would

add significant information and insight to this research
study.

Five nurse supervisors were

interviewed to gain

their perspectives on the topic of effective home care
nursing.

Appendix F presents a demographic profile of the

supervisor sample.

All were Caucasian females with between

five and eighteen years of experience
collective years

in home care.

in home care number sixty-four.
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Their

Two were

sincfl© ©nd three were married.

All hsvc bachelor's degrees,

thrGG havG a master's degree in nursing,
enrolled graduate student.
sixty years of age.

All are between

is an

forty-one and

They represent the diverse specialties

of the home care agency
hospice,

and one

including the maternal child,

and the adult units categorized by differing

payment systems.

All demonstrated great

interest

issue of home care effectiveness during the

in the

interview

process.

Supervisors'

Perceptions of Structures of Effectiveness

Adhering to the method established for presenting and
discussing the client and nurse data,
also presented
and outcome.

supervisor data are

from the perspectives of structure,

process,

Unlike the client and nurse subjects,

supervisors described a great deal

of their information

conceptually rather than by example.
overview of the structural

the

Table 7 presents an

components supervisors perceived

as necessary for effective home care practice.

TABLE 7
Supervisors'

Structural Criteria of Effectiveness

Cognitive

Supervisor
Supervisor
Supervisor
Supervisor
Supervisor

A
B
C
D
E

Psychomotor

X
X
X
X
X

X
X
X
X
X
103

Affective

X
X
X
X
X

All_five supervisors linked nurse knowledge and
effective practice.

Interestingly enough no supervisor

made any distinction about the type of educational program a
nurse may have attended and linked that education to
effectiveness.

Rather,

knowledge was described in a manner

that linked it conceptually to relevance for practice.
The nurse must remain current in the knowledge of
community health, patho-physiology, and procedures
truly essential for safe and effective practice.
The
challenge is in the fact that knowledge, especially in
health care, changes geometrically.
The knowledge base of the nurse should remain current,
relevant, and include physiologic, anatomic, social,
political, economic, and of course nursing knowledge.
I think nurses have to have a sound education, and to a
certain extent, as nursing education becomes broader,
it pulls in some of the other disciplines and moves
beyond a straight client-related education into a
broader perspective.
I think that nursing education is
more relevant than it was twenty years ago when it was
very task oriented and just had a hard time to get
beyond the hands-on and physical assessment skills.
I
think it's more relevant than it used to be, but I
won't say that it's necessarily the key difference.
I
think that nurses' commitment to patient and ability to
work through the obstacles to provide care whether
these obstacles be within the family, or within the
medical world, or within the social environment that
the patient works in, or the structural limitations of
finances,
or limited family support.
I think the
ability to put all of this together for the patient's
benefit is really a key factor in effectiveness.
But
then you go back to education making it possible by the
communication skills, the human relation skills, the
knowledge of different resources, the knowledge of
legal avenues to make change.
A nurse must have education and knowledge.
Education
gives her the tools and the network within which to
practice.
Without her own individual personal skills,
the education isn't going to work.
Knowledge is essential.
It provides you with the
information to make decisions and carry out the
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interventions that are necessary to take care of
patients in their homes.
All five supervisors cited procedural knowledge or
skills as essential to effective home care nursincr.
Increasingly it has become necessary for nurses in home
care to be well equipped in the area of clinical
skills.
More and more technically complex procedures
are being done in the home.
A nurse cannot waiver in
this area.
She must be well versed technically and
with sterile technique to be safe for home care.
Obviously clinical skills.
Also that the nurse take
responsibility for developing any other skills she
needs.
If you don't quite understand a new procedure,
not taking a chance and saying, "well, I'll go out and
wait, when I look at it, I'll know what to do".
If
you're really committed you make sure you have the
right knowledge.
You have to be confident in your skills.
The one thing
I ask my nurses is, please ask if you're not sure,
I
have much more respect for someone who's willing to
come and say, "gee, I really haven't seen this before,
and I need more information on it".
I don't think that
indicates that you're stupid, or that you don't know
what you're doing. No one knows everything, but better
to admit it before going into a home and not being
competent.
We place a lot of responsibility on the nurse herself
to be honest and forthright in terms of what skills she
feels comfortable with.
What she does not feel
prepared to do, we do demonstrate and then supervise
each of the nursing procedures before allowing the
nurse to do one on her own, even if she comes with a
good background and work experience where you would
expect that she would have been called upon to carry
out these procedures.
We still have her watch the
orientation nurse.
Then the orientation nurse goes and
observes her.
At the end of orientation, that
responsibility gets turned over to the department to
continue any procedures which might still remain to be
demonstrated and supervised.
We truly do rely on the
nurse's integrity in identifying skills that she needs
more assistance on, because we expect that proficiency
in skills is necessary for effectiveness.
To be a good home care nurse, to be effective, your
clinical skills have to be up to date, and they have to
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be immaculate, because, you're out there, you're by
yourself.
You don't always know what's going to be out
there, so you have to be innovative and creative.
You
don't always have everything that comes in little
packages that say, "I am xyz".
Sometimes you have to
make do with things that aren't quite kosher.
So it
takes a lot of innovation, and a nurse needs a great
deal of comfort with her basic skills that can be
executed under situations that are not at all
predictable.

Discussion of the affective components of nurse
qualifications generated a wide variety of responses.

There

was unanimity of opinion that nurse qualifications include
the personal realm and that this aspect of nurse
effectiveness was very difficult to qualify and most
difficult to quantify.

Four of the supervisors seemed most

able to link this question to their image of the ideal nurse
candidate to work in their respective area.
To me home care is a philosophy and a belief.
And
that's what I look for.
I also think a nurse should
have enthusiasm, organizational skills, and a positive
attitude about people and dealing with ambiguity.
I look for qualities such as composure, maybe poise,
and hopefully that gives me a certain level of
maturity, that poise.
I tend to go with a calmer
exterior type of person.
If I was interviewing, I
would not go with a hyper, that's personal.
I think
outwardly composed, perhaps not the great talker.
Someone who is at ease with herself.
Maturity,
flexibility, autonomy, and problem solving because
you're out there alone.
I hate to say it, I don't want it to sound like a
religion, but I think an effective nurse has a certain
spiritual quality to herself and what she does.
She is
working with people in critical times of their lives.
She is not a technician in home care.
The spirituality
of a nurse is what she offers and brings to the nursing
- she helps people weather the problems of their lives.
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Sometimes fit is everything, and if you’re not a good
fit, if you really don't believe in the philosophy or
the beliefs of the system or an agency, or the way a
specialty provides care, you really need to evaluate
your role and see if you belong.
I guess a positive attitude about yourself and the
work.
I look carefully.
It's a different type of patient you
are going in to.
The crisis of the lifetime is dying,
so you really have to be careful about the person that
you are sending in there.
They have to be secure with
themselves, I think, to go out there and problem solve
with patients that are dying.
I think sometimes when we are interviewing and hiring,
we get hung up on what are the tasks that you've
brought, and we don't focus enough on what maturity and
what people-type experience you're bringing to us. One
of the nurses I worried the most about has worked out
best in terms of working with people, with establishing
therapeutic relationships with patients and families,
with having sensitivities to the social issues, working
with neglectful families and unsafe situations at home,
which require a great deal of finesse to bolster up the
abilities of the family, but at the real time setting
standards for care.
And I've seen people who have not
worked in nursing for years, they've been home with
their children for six years, and you say, my God,is
she going to know how to do all these dressings?
And
dressings we pick up on and we demonstrate, and that's
not a problem, but some of these people have fallen
into a very comfortable relationship with the patient
and they're supportive and understanding and have been
most effective.
I guess the list should include
personal integrity, honesty, and I guess I just go back
to maturity and the nurse being able to take the broad
new and look at the patient's overall needs, and not
get hung up on a task-oriented approach.

The data above shed light on how nurse supervisors
conceptualize the structural aspects of effective home care
practice.

As is evident in some of the quotes,

there is

often overlap and no clear demarcation among the three areas
of structure;

a nurse is effective because of who she is.
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what she knows,

and how she puts those qualities together in

practice.

Supervisors'

Perceptions of Process Effectiveness

Discussion of the process referenced activities of home
care nursing elicited much data.

The supervisors spoke of

ideas and ideals and also used examples to illustrate
effectiveness.
differed

As nurse perceptions of effectiveness

from those of clients,

so too with supervisors,*

their perceptions had areas of agreement and disagreement
with both of the other samples
reflected

in this study.

Findings are

in Table 8.

TABLE 8
Perceptions of Process Activities of
Effective Home Care Nurses
ROLE

SUPERVISOR

Communicating/Supporting
Clinical Competence
Handling Stress
Documenting Correctly
Teaching
Autonomy
Understanding Economic Influences
Family Involvement

A

B

C

D

E

X
X
X
X
X

X
X
X
X
X
X
X
X

x

X
X
X
X
X
X
X
X

X
X

X
X

X
X

X
X

X
X
X
X

Nurse supervisors unanimously valued communicating and
supporting as

important to effectiveness.

conceptualizations and examples,
verbal

and non-verbal behaviors.
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In their

communication

included

Good nursing care includes providing the encouragement
and support and taking the time to deal with some of
the issues that technically would be social in nature
more than nursing and health.
It's just a nicer relationship in the home.
Usually
you can form a good relationship with the patient.
Oftentimes they're more relaxed, receptive to teaching,
and those are the kinds of things that you see in
positive interactions and results.
The nurse needs to communicate effectively both in
terms of listening and responding and setting up a
comfortable relationship with the patient and family.
Respond to non-verbal communication from the patient.
Sometimes what is said is very different from the body
language or the behaviors that you see in the patient.
Other areas of home care nursing have become very much
task oriented.
You go in, do your task, and go to the
next patient which I think is unfortunate.
Because I
think part of the nursing, and the luxury perhaps, of
being a hospice nurse is you can go in and do your
teaching, sit down and listen.
Talk.
Your task may
take you fifteen minutes to insert a foley catheter,
but your visit may be an hour and a half.
Because you
may have taken fifteen minutes to insert a foley
catheter, fifteen minutes for teaching, and an hour to
sit down and say to that family, "how's it going,
what's happening", and do what the hospice nurse should
be doing, and that's listening.
Help the family work
through whatever problems they have and they are
dealing with.
You need to present yourself in a professional way to
the patient.
You need to be empathetic and you need to
be friendly, but that's not the same thing as coming in
as the neighbor next door.
You have to make sure
there's a level of professionalism there and you are
the nurse and you are the patient, because some people
have gotten too friendly with the patient and gotten
too involved.
But there is a fine line that you have
to draw in order to be therapeutic.
Sometimes physical contact - putting your arm around a
depressed and lonely and weepy little old lady who is
having a hard time.
Some people are more comfortable
with that than others.
I see that as very effective
behavior.
Just touching a person's arm
Perhaps people
are a little afraid of that these days because of the
suits that have been brought against day care agencies
for an activity of that nature,
People are not happy
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that persons are afraid of personal contact and I think
we lose a little something when we allow our paranoia
to keep us from responding on a very spontaneous and
warm nature to patients.
So I think body language on
the part of the nurse may be a behavior that can be
effective in terms of sitting close to a patient as
opposed to edging away when the patient may have an
unpleasant odor, or not be the most clean person.
There's a very strong message there.
So much can be
conveyed without words.
Clinical competence,
clients and nurses,

as similarly discussed with

is presented as a synthesis of many

behaviors and skills.

All

five supervisors strongly

supported clinical competence in discussing effectiveness.
I would picture her as all encompassing.
I would
picture her as someone with very high clinical skills,
assessment skills, knowledge base, flexibility,
autonomy because she's got to make a lot of decisions,
someone who is very good at problem solving, and seek
guidance and direction, knows when to do it, is not
just functioning as a task giver, but using that
knowledge that she has to perform her skills, which
sounds like a lot, but I think that's the type of
person that you have to have in the field of home care
nursing.
When you're in a hospital setting, you've got a patient
who's like a fish in a bucket of water.
But when
you've got a patient who's on high tech at home, you've
got a whole lot more things going on in an unsupervised
setting or uncontrolled setting, if you want to call it
that.
You need the nurse in order to be an excellent
home care nurse to be able to deal with the home
settings as well as the patient as well as the high
tech machinery.
And you know, sometimes they have to
adapt the home care setting to fit the high tech.
It
is definitely a holistic approach because have to deal
not only with just the machine, and just the patient,
you deal with the whole.
In my specialized unit, if a nurse doesn't have
pediatric skill, it would be really hard for her to do
well-child assessment.
You know, assessing everything,
physical, emotional, social, and all of that.
The
nurses values and the patient's values are important
here.
I mean something like hygiene is not their
priority when they don't have a room, or they're being
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evicted,

or their boyfriend or husband is beating them.

Clinical excellence means dealing with the physical
problem, the procedures, and with, if you want to call
it extraneous matter.
The baggage that comes along
every patient that is known as family, dog, their
likes and dislikes, their food habits, their sleep
patterns.
Yes, Mary Jones may have an acute myocardial
irifs-^rct, but when she goes home, she also has five kids
that she has to worry about.
The youngest is seven,
maybe, or something like this.
The nurse has to help
her handle it all.
A nurse who has excellent knowledge, assessment skills,
who can work independently and communicate with the
physician to maintain the patient in the home.
A nurse
who can balance the responsibility in terms of managing
her time to, not only see that her patients get care,
but that she's able to keep up with her
responsibilities in terms of records. Flexibility in
terms of establishing priorities; meeting patients
needs as they change from day to day.
The nurse can go
out with her day planned and get a phone call at
10:00am and have to turn her whole day upside down in
order to manage a patient emergency.
It is really
essential to be able to make that adjustment.

Stress management is a topic of concern in many areas
of contemporary life.
service professions,

This is also true for the human
of which,

nursing is one.

Although

this topic did not get identified as one of concern for the
nurses as care providers,
interviews.

it did surface in this group of

Four supervisors discussed their concern for

the management of stress in community nursing,

and readily

identified the specialty as one remarkable for its high
stress level.
People think community health is a low stress
environment, and it isn't .
The stress is just
different.
The stress is going into the home and
seeing abuse or neglect or seeing totally inadequate
resources for meeting needs, and can be awfully heavy
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on the nurse, and I see people sometimes going out of
here truly burdened by some of the situations they get
into by knowing they're not going to be able to make
things as good as they would like.
And that can be
very intimidating without the support of colleagues.
I
used to be surprised that we didn't lose more nurses
from burnout because of that, but I think it's because
they're so good about helping each other feel better
about the limitations.
What we can do to not feel
inadequate when we can't make things perfect; that we
use all the resources that we can and we're fortunate
to be in the community where there's a great deal of
resource both in public and private and informal
organizations.
The stress management.
Well, first of all, there is
life after your job.
And a lot of times, if you don't
manage yourself, manage your patients, and manage your
paperwork, there is not life after work.
So, it makes
you have to sit down and look at what am I doing, where
are we going, what kind of road map do I have.
People can't give so much day after day, without
getting any support back either, so I think that I
expect a lot, but on the other hand, let me know what
you're feeling.
Are you okay?
If you don't feel okay,
let me know.
I don't want you to get to the point
where you're going to come in here and say "I quit",
because I can't take it anymore.
I think it's a very stressful specialty especially
because there are so many influences of culture,
poverty, hopelessness, family violence, and deprivation
that the nurses confront on a daily basis that it has
to be wearing.
You have to know how to handle it to be
able to continue to work.

Documenting the care that has been provided is of great
importance in the case of Medicare patients as audits are
done,

and care that has been provided,

recorded,

may be denied reimbursement.

applied to charting,

but not correctly
Great care must be

and each nurse must record each and

every visit with this concern uppermost in her or his mind.
Nurses often describe filling out the Medicare forms with
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disdain.

Perhaps

for this reason,

charting correctly did

not surface as a concern for the nurses in this study.
was however,

of great concern to the supervisors,

It

and four

mentioned that charting correctly was a characteristic of
effective home care practice.
You know, right now we're having phenomenal
documentation requirements - by Medicare, by managed
care, private insurance companies are all requiring the
nurse to get back to them, to document, to update, as
well as doing their nursing functions.
One of the things home care struggles with is
documentation and third party payers on reimbursement.
Documentation is looked at before reimbursement is
provided in Medicare.
You know, nurses don't want to
look at payment sources, they want to look at their
nursing visits, and do them.
They don't want to have
to think about, you know, "is this covered?"
That is
not an educated type of behavior at this point in time,
mainly because of the way health care is going.
The
nurse has to realize that it's a fact of life, that is
the way it is.
And a lot of times, your documentation
is not perfect, and you've got some medical reviewer
saying "I don't want to pay, I don't see what you've
done, therefore, I'm not going to pay for this".
That
to me would be an extremely motivating factor for
getting your documentation together, or at least it
ought to be.
With all the regulations present in home care, you just
have to document what you're doing.
If you can't
document to their satisfaction, then you haven't done
the care.
It gets more difficult as health care costs go out of
sight and insurance companies and public payers become
more cognizant of the cost of services, and want to get
their money's worth and want to be sure that what we're
bringing in is truly professional nursing:
skilled,
medically necessary, and reasonable.
It gets harder to
address these issues, and not let people fall through
the cracks because their care does not fit the
traditional model.
I think nurses become skillful in
managing that by documenting what they are finding is
legitimately skilled nursing , and we don't plan to go
in a portray a case for something other than what it
is.
If there's really no skilled nursing, we're not —
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going to try to make it look like what it isn't, but I
think that we've become very good at finding anything
that would fit the definition as a means of providing
essential care.
^
As

in the client and nurse sample,

supervisors also

perceived the teaching role of the nurse important.

Three

supervisors cited teaching when discussing overall
effectiveness.
We do a lot of teaching activity because patients and
families must pick up the responsibility for care.
We
can only stay in the home a short time.
We are
striving for patient independence.
Clear, simple instructions.
sometimes you have to
write them down.
And if they're Spanish, you have to
get someone to write it in Spanish.
Teaching is an important role.
It has to be done with
care because patients can only take in so much, but
when they're really sick or stressed, they take in even
less.
So they're only going to remember a certain part
of what they really need to know.
So, you have to
teach it, write it down, and also teach the family.
Autonomy has long been considered the hallmark of the
community health nurse's role.

It is located in the fact

that community health nurses are not confined within
institutional settings,

they are indirectly supervised,

and

they have decision making authority about the disposition of
their nursing activities.

Four out of five nurse

supervisors spoke of autonomy as part of the effective home
care nurse's practice.
The independent practice is really... it's one of the
key differences in home care and the nurse needs to
feel comfortable with the level of autonomy that she
has in home care, and most of them really love to truly
plan their own care, and appreciate the respect that
most physicians do offer them.
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Autonomous decision making is very important.
And if
you don't have the self confidence, I find a lot of
people will leave, because they are not comfortable in
that independent role of being out in the community and
making those hard decisions.
I'm not just saying
making decisions, you also have to be confident and
comfortable in your skill level that you can make that
decision.
Because a nurse is so autonomous in the field, she's
got to have good decision making to be able to make
competent, knowledgeable decisions to carry out the
intervention that she's going to do.
If she can't make
a confident decision, she can't do any intervention,
she can't decide whether or not the patient needs to be
put on a pump for pain control.
She's got to be able
to assess it and find out if that's the avenue to go.
The home care nurse is autonomous; she has to be able
to work independently and also work alone.
You have to
be comfortable with your skills to work in a singular
situation.
With the economic climate of health care in general,
and home care in particular,

the home care nurse is well

advised to keep informed about the changing nature of health
care delivery and the economic factors that effect that
change.

Four supervisors identified understanding economic

influences as important for the home care nurse.
If I had to describe the psychological profile of the
nurse who isn't able to see the big picture, I would
say it would be a nurse from the old school, my
generation or older to nursing, as a nurturing
profession, and we're here to give everything we
possibly can give and that all needs should be met, and
you should not have to consider who is going to pay for
this.
And is this covered, and the person should not
pay for his own chux, or for someone to come in and
prepare his meal.
Nurses who have such a high value
system in terms of giving to the patient, seeing health
care and related services as a universal right that all
people should have regardless of the familyJs ability
to help.
If the family doesn't want to do it, the
nurses should come in and provide the twenty-four hour
care.
When the nurses values clash with current
realities of reimbursement and coverage and limited
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resources, and the nurse struggles with the idea that
she should be able to bring in and do everything for
the patient, and that she shouldn't have to prove her
case to the insurance company.
To be task oriented?
Absolutely not, you have to be
able to see beyond the task and look at the big picture
including how the care is paid for, and what that
means.
Home care nursing is not just nursing the patient, it
is a frame of mind.
You have to include all your
resources, your family, the nurse resources, the
resources provided by the community.
So it really
means that the nurse has to take off her blinders, and
be willing to work to understand the whole thing.
So
it is kind of a broader aspect to me than acute care
nursing.
We do a lot of lip service at community health with the
family as client and the community as client.
But I
would say to be truly effective in working with her
patients that she needs to go beyond this to relate
with the more global environment the patient functions
within.

Family involvement,

the traditional target of practice

for the community health nurse, was valued not only by the
nurses in this study, but also the supervisors.

All five

supervisors state that they felt that a family focus was
essential to maintain quality in home care.
Sometimes a family's cultural or religious or even
socio-economic beliefs or conditions are such that they
do not go along with what we are used to, or what
health care is used to, and sometimes they interfere
with the plan of treatment.
We need to be sensitive to
their feelings and beliefs if we are going to be
therapeutic.
Care should always be family-focused.
How can a nurse provide care in the home and not
consider the family?
That is not effective.
I think one of the hardest things for them to take on
in this practice is the idea of family, because in most
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other settings, that is not the focus of care as it is
for the community health nurse.
The nurse must have the
the family.
This nurse
assess the potential of
necessary changes which
requires understanding,
caring.

commitment to the patient and
is a change agent.
She has to
the family to make the
will help the individual.
It
support,
and large amounts of

As in the client and nurse samples,

the topic of

continuity of care provider surfaced in the interviews,

and

all five supervisors identified their concerns for this
issue.
I think care is greatly diminished by a whole parade of
different persons.
Nurses do their best when filling
in for one another to go back through the record and
check out a report so they can provide as much
continuity as possible, but patients become unsettled
by it.
They don't have the same confidence as
different nurses come to assess them because they're
not really sure who much background the nurse will
have.
I see the patients who thrive as those who have
that continuity of approach.
Continuity is the nurse who comes in from each visit
and follow through on both the concrete things that are
written down in the record and evaluated and measured.
Also in seeing the patient's emotional progress.
"You
seem quiet today, is everything okay?
Is there
something I can help you with?
Would you like to share
with me how you're feeling?"
The nurse who has never
seen him doesn't know he isn't naturally quiet.
So we
can lose a lot in lack of continuity and the nurses
value that greatly.
It is one of the components of
effective care.
Sometimes lack of continuity has a great effect.
I had
an individual on sick leave.
She injured her knee at
work and so was unexpectedly out, and in order to
cover, I had to use per diems.
I find the continuity
of care just isn't there.
The per diem nurse may be
good, you know, skill-wise, and I think it takes a
certain kind of individual to go in and see six or
eight patients a day, and you know, look at them.
There are some per diems that are much more able to
come in and look at a person and follow up and look at
their care plan and say, okay, they don't really need
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visits daily.
They need to be dropped down to every
other day, or three tiines a. week.
But a lot of tines,
when you re using especially a lot of per diems, your
continuity goes right out the window.
The nurses place great value on that.
They would
p^sf^r to be over worked to go out with an extra
visit or two rather than have soneone else nake a
visit for them.
It's not at all a matter of
questioning their colleague's ability to respond
to the patient, but feeling that they can offer a
higher quality visit to the patient.
And they
really value that commitment and will go home
tired and hot and weary rather than allow someone
else to make the visit.
I think lack of
effectiveness.

continuity

is

related to

lack of

I think continuity has something to do with
effectiveness.
When you're a per diem, you're coming
in to do cases, and you're not necessarily involved.
I
think it's seen more as number than cases, because you
don't take the time to get involved.
And I've see that
with per diems.
And I don't mean that as a criticism,
that's what they have been hired to do.
We deal with the continuity problem this way.
We found
when we were having the regular per diem, you know,
having the same person, that we tried to actually give
her some of the same cases so that she could get to
that continuity.
Because if you constantly go do
different patients, there's no way if you're doing
eight to ten different people every week, and you never
get to know them, I don't feel you are ever going to
get to know them.
Whoever is the primary nurse is
going to feel frustrated that whoever did the case for
her that day wasn't effective.

Supervisors'

Supervisors
explicit
mention
in

and

in general

concrete

outcomes,

reference

Perceptions of Effective Outcomes

to

but

about

had

little to

outcome.

outcomes were

the most basic

of
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say that was

Three

supervisors

did

discussed vaguely,_and

constructs.

You know, what are iny outcomes — am X just going in
there.
So, a very effective home care nurse doesn't
sit down every day and say to herself, where am I
going, what am I doing, where are we at.
Maybe she can
internally click these off.
Okay.
Mrs. Jones, we're
here, we're at point A and we need to be at point B and
this is how I'm going to get there.
I think that if the nurse can look at the situation and
see that...I'm trying to think of an example, there are
some situations where change was made, but maybe not in
a measurable outcome.
The person felt like things were
better.
It might not have been anything measurable or
a goal set that we had to attain, but for some reason,
that a person's life is better some way from their
point of view, then that was a success.
For some
people, maybe that's all you're able to do.
We have to watch out that we don't fall into the trap
of allowing our third party payers to define our
practice.
As we get into more insurance that require
prior authorization, there's a great danger that our
agency commitment to meet the needs of all people who
come to us not be abandoned.
Part of our mission
statement alludes to the fact that we will not deprive
anyone of needed service based on a number of items,
and inability to pay being one of them.
When the
insurance company defines very closely what they will
cover or not cover, their definition of essential and
appropriate service is frequently seen far more narrow
then our perception of patients' needs and it leaves an
increasingly wide area of services that would not be
covered if we really allowed insurance to dictate our
practice.
But that leaves us in the position of having
greater and greater amounts of service not be
reimbursable.
What do you do with it, do you write it
all off and what happens to us as an agency if a
greater and greater percentage of our service becomes
non-reimbursable, how do we survive?

Comparison of Client, Nurse and Supervisors'

During the

interviews,

to be willing and

interested

how nurses provide care

each individual

Perceptions

and group seemed

in sharing their perspective on

in the home effectively.
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Each group

identified its own concerns and issues despite the fact that
there was considerable overlap in what the overall sample
valued.

Each area,

structure, process,

and outcome was

addressed although some areas had been much more clearly
formulated in the particular group's culture.
Table 9 presents a summary of the entire sample and its
perceptions of structural qualities.

TABLE 9

Summary of Perceptions of Structure
SAMPLE
COGNITIVE
Client
6
Nurse
5
Supervisor
5
Total

PSYCHOMOTOR
5
5
5

16

AFFECTIVE

15

6

5
5
16

These data seem to indicate an almost unanimous valuing
for the classic components of cognitive, psychomotor,
affective domains of practice.

and

All subjects in the sample

recognized knowledge and felt it was necessary for effective
practice.

The nurse group was the only group that raised

the issue of educational preparation and linked it to
effectiveness; however the two nurses who did so,

offered

opposing orientations on the topic.
In discussing the skill level of a qualified nurse,
there was only one patient who did not speak to this topic.
All the other clients,

nurses,

and supervisors seemed to

share unanimity of opinion around this competency,
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and all

presented a strong case for why this is essential for
effective practice.
The affective domain spoke to the more personal
qualities that a nurse should possess in order to be
effective.

There was great inter as well as intra group

agreement around this item,

and all sixteen subjects in the

sample discussed the particulars they valued in this regard.
There was considerable overlap,
flexibility,

and pleasant personality,

positive attitude, were frequently cited.

In discussions of the process related activities of
home care nursing,

there was a fairly wide range of agendas

that entered into the discourse.
its own unique perspective,

As each group spoke from

different content areas and

topics surfaced; areas of agreement also were illuminated.
All three groups,

clients,

nurses,

and supervisors

identified four areas that they held in common and perceived
as necessary to effective practice.

These include:

Clinical Competence
Communicating
Teaching
Family Involvement
Each of the above process activities were richly described
and detailed.
In addition to the perceptions that were commonly
shared between the groups,

each group also presented its own

individually constructed perception of reality by
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identifying separate topics that seem to address the group * s
particular reference point.

For the clients,

these include;

Helping
Social Communication
Listening
It is interesting to note that clients divided
communication into three separate categories:
social,

and listening.

therapeutic,

Throughout the client interviews the

researcher was keenly made aware of how important the
clients felt that communication with and from the nurse was.
It relieved their isolation,
their incapacitation,

it assisted them with managing

it allowed their physical limitation

to be addressed in such a way that they could function at
optimum level of functioning.
The issue of the client's relative lack of power when
interfacing with the health care delivery system should be
considered here.

Clients seemed to be saying that they

didn't wish to be objectified by the nurse and simply
transformed into the dressing change,

the cardio-pulmonary

assessment,

or whatever.

In addition to relieving their

loneliness,

the nurse provided a window on the world.

S/he

allows the client to speak to issues that are private and
intimate;

s/he allows the clients to express their fears

about incapacitation, mortality,

and a whole range of

personal issues just too difficult to raise with family
members.

Even within the boundaries of their illness,
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clients wished to protect their family members from
acquiring more burden; private discussion with the nurse
meets that need.
Nurses identified five separate activities associated
with process effectiveness which include;
Accruing Clinical Knowledge
Advocating
Caring
Decision Making
Dealing with Own Feelings
The nurses in the practice of home care nursing identified
growth as a clinician an important feature of practice when
it is effective.
of Benner's

Interestingly enough,

(1984)

work,

this is the thesis

in which she describes the

developmental sequencing of nursing as a practice based
profession.

Benner posits that there are five developmental

stages a nurse can go through as she progresses and advances
in clinical practice.

The nurses' perceptions of that

phenomenon validate her thesis,

and provide some supporting

data for that theory.
Advocating,

a long held value of community health

nursing, was an important activity for three of the five
nurses interviewed.

In speaking to this role,

the nurses

described efforts they had personally undertaken to secure
for a client those things which they felt they were entitled
to have based on their physical condition.
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The nurse

knowing how to

"work the system"

for the client seems to

be at the foundation of this dimension of process
effectiveness.
Nurses in this study all identified caring as essential
to community health nursing.

Most of the discussion seemed

to connect the topic to the concerns they have for
objectification of the client.

Caring for the whole person,

not just the physical aspect of the person was the theme
that each nurse expressed.

In her classic 1957 article,

Kreuter asked nurses to consider what makes good nursing
care,

and the nurses in the sample were able to articulate

the human,

caring dimension of nursing as their answer.

It

is interesting that in background information the nurses
shared with the researcher while preparing for the
interviews,

all spoke to the belief that home care provided

them a opportunity to create practice as they saw
appropriate.
important,

And although they felt the tasks were

they saw caring as the essence of practice.

One

wonders if nurses self select into this specialty for that
reason.
Decision making was important for all the nurses in
this sample.
planning,

It had to do with activities related to the

providing,

and evaluating care in the home.

It

also had to do with the more mundane, but necessary
nonetheless,

activities such as getting to a client's house.
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Most of all,

it was concerned for the independent and

solitary nature of home care practice.
The last category of process factors related to
effective home care was related to the nurse's ability to
deal with her own feelings.

The four nurses who perceived

this as an area of concern for effectiveness spoke
sensitively and quietly about this topic.

They spoke to the

dissonance they feel when the are confronted with the
necessity of providing nursing services to clients whose
life style may represent an unacceptable series of choices.
They also spoke quite candidly to the concerns they have for
the feelings they have within themselves as they struggle
with another's race,
Supervisors'

religion,

or socio-economic issues.

data also resulted in distinct categories

of effective care components.

The list which follows

identifies which practice factors that supervisors perceived
are related to process effectiveness.
Autonomy
Documenting Correctly
Handling Stress
Understanding Economic Influences
The data describing autonomy is related to the ideas
nurses discussed under the category of decision making.
Supervisors however,

in their descriptions of autonomy,

seemed to underpin activities like decision making and
problem solving with the umbrella concept of autonomy.
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The

ideas of working independently and also alone were
discussed.

For all the supervisors,

a nurse's self comfort

with decision making is influenced by her autonomy.
The nurses'

nemesis of documentation was

identified as

an important facet of overall effectiveness by the
supervisors.
reimbursement,

Citing concerns of third party payer
the supervisors established this category as

essential to home care practice,

for without it and the

forth coming revenue it generates,

home care agencies would

not be able to stay in business.
The supervisor category of handling stress seems
tangentially related to the nurse category of dealing with
their own feelings.

The supervisors expressed

awareness

and concern for the difficult social situations home care
nurses have to confront in daily practice.

The series of

unknowns that get attached to every visit as well as
accommodating to some of the painful social and healthillness situations that clients present were topics of
concern for the supervisors.

The supervisor's perspective

was somewhat different regarding this issue,
they seemed to see the potential
solving to reduce the nurses'

however,

as

for more external problem

stress.

The nurses on the

other hand seemed to conceptualize a negative self concept
for raising the topic at all.
The final category of process qualities of
effectiveness have to do with the nurses'

126

understanding of

economic issues.

The supervisors saw this as necessary for

the nurse to reach understanding.

To be frustrated with a

Medicare charting system without understanding the
influences shaping that system was perceived by the
supervisors as handicapping to the nurse.

"The big picture"

was cited as the vision that nurses had to understand if
they are going to be effective in the daily activities of
practice.

It provides some knowledge about situations of

homelessness,

home care respirators,

denials for service,

denials of reimbursement and the many other forces that
impinge on practice in the community today.

Supervisors saw

that understanding as necessary for effective practice.
Outcome as the third and final category of measurement
of effectiveness,
nurses,

received the least attention by clients,

and nurse supervisors.

Interestingly enough clients

gave the most attention to outcomes.
closely related to 1)

Their responses were

satisfaction and 2)

better when the nurse comes.

feeling good or

One client valued home care as

it was a successful alternative to a nursing home which is
unacceptable and unthinkable to a forty-four year old.
Another client stated that home care helped in her
transition home after what she felt was an early discharge
after a major surgical procedure requiring significant life
style change.
No data is data.

The small amount of information

sixteen lengthy interviews yielded on outcome may be
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significant,

especially in the case of the two professional

samples who ideally should be informed about the concept.
Nurses and nurse supervisors did allude to outcomes,
brief descriptions which seemed to lack depth.

but

in

They had

been much more forthcoming and fluid with structure and
process data.

Summary of the Chapter

The presentation and analysis of the client,

nurse,

and

nurse supervisor interview data has identified that there
are shared perceptions which exist among the subjects and
subject groups

in this study.

There are also different

conceptualizations of effective home care nursing depending
on whether you are the client,
supervisor.

the nurse,

or the nurse

Multiple constructions of social reality are

indeed possible.
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CHAPTER V

SUMMARY AND IMPLICATIONS FOR NURSING

Summary

This study was designed to explore effectiveness
home care nursing within a visiting nurse agency.

in

The

specific purpose of this study was to examine effectiveness
in home care from the perspectives of those intimately
involved with its enactment:
nurse supervisor.

the client,

the nurse,

and the

The specific research questions were:

1)

what perceptions do clients as recipients of the service
have about effective home care nursing,

2)

what perceptions

do nurses as agents have about effective home care nursing,
3)

what perceptions do supervisors as coordinators of home

care service have about effective home care nursing,

and 4)

how do those perceptions of home care nursing compare and
contrast?
This research,
effectiveness

which was developed to examine

in home care from the perspectives of those

intimately involved in its enactment,
within the interpretive paradigm.
ethnographic perspective,

was a study located

Conducted from an

it made use of partially

structured interviews as the primary method of data
collection.

Six clients,

(three female and three male)

were

interviewed in their hones,

and five nurses and five nurse

supervisors were interviewed within the employing agency.
The descriptions of effectiveness in hone care nursing
yielded a complex mixture of behaviors,

attitudes,

attributes,

qualities and qualifications.

interviews,

subjects expressed a great many topics of

interest and/or concern.

In many of the

At one moment conceptual,

and at

another referenced in a construct of experiences, they
themselves served as exemplars,

grappling with the

difficulty of expressing ideas that have remained elusive to
the leaders of the nursing profession.
Data uncovered about the structures of effective home
care nursing represent a mixture of opinions of nurse's
qualities and qualifications.

Sound knowledge is highly

valued and expected by all participants in this study.
Clinical competence in terms of the skills a nurse possesses
and enacts also contributes to the overall definition of
effectiveness for

all subjects.

The area of personal

attributes was more open to subjectivity in responses, but
an ideal image of a nurse as friendly, pleasant,
assured,

confident,

humor emerged.
compassion,

neat,

self-

and equipped with a good sense of

Other qualities such as sensitivity,

and empathy were also identified as necessary to

effectiveness.
Responses elicited about the qualities of effective
home care process activities were also complex in that
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respondents did not usually isolate discrete behaviors.
However,

as nursing seeks to improve the effectiveness and

appropriateness of its home care specialty,
type of study provides rich insights.

data from this

The four components

of effective home care around which there was unanimous
agreement are:
Clinical Competence
Communication
Teaching
Family Involvement
As the changing philosophy of reimbursement shapes the face
of home care practice,

it is important to have research and

health care data which relate to effectiveness.
Clinical competence,

as indicated in Chapter II, has

been described as a synthesis of activities, behaviors,
skills,

and

knowledge.

This study clearly supports that

position.
Communicating was perceived globally for the nurses and
nurse supervisors,

as they seemed to describe effective

communication as a fluid composite of talking,
and supporting.

listening,

The clients, however, placed a different

value on the nurses communication,
communication as therapeutic,

and categorized

social,

nurse should employ to be effective.
communication was highly valued,

or listening skills a
Therapeutic

as clients want their home

care nurses to be forthcoming with support,

131

counselling,

problem solving,

and guidance.

Social communication and

listening were also highly regarded.

The categorizing of

the communication process into discrete,

functional

activities underscores the importance clients place on these
activities, both singularly and collectively.
Teaching,
independence,

a nursing role that engenders client
is present in the effective nurse according to

all three sample groups.

Teaching activity is interestingly

enough one of the skilled nursing activities that is
searched out by record reviewers for reimbursement.
Family support,

teaching and involvement, which has

long been the mainstay of community nursing, was valued as
essential activity for effective home nursing.

As home care

payers reshape the nature of home care into an acute,
procedurally driven role,

it is significant to note the

unanimous response of the respondents in this study who so
highly prize this component of home care.
Additional data were derived from each subject group.
These supplementary data yielded twelve additional
components of effective home care nursing.
described in depth in Chapter IV.

The components are as

follows:
CLIENT GROUP

Helping
Social Communication
Listening
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They are

NURSE GROUP

Accruing Clinical Knowledge
Advocating
Caring
Decision Making
Dealing with Own Feelings

NURSE SUPERVISOR GROUP

Autonomy
Documenting Correctly
Handling Stress
Understanding Economic Influences

It is not the intent of this research to rank order the
data from any group or group composite.
purposes of discussion,

Therefore for

the twelve additional categories

above are not weighted as less important because they did
not derive from pooling of all responses.
One recurrent theme in this research was the high
priority clients,

nurses,

continuity of care.

and nurse supervisors place on

Part-time nurses are widely employed in

all nursing specialties.

They are similarly employed in

this community health agency.

Yet respondents in each

sample group identified a positive relationship between
continuity and effectiveness.

This raises the issue of how
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and. when the per diem nurse can be effectively used to
supplement nursing care that is provided by a consistent
primary nurse.

The following table summarizes the data

elicited on this important topic.

TABLE 10

Positive Responses to Continuity in Home Care Nursing

SUBJECT

RESPONSE:

Yes

No

Unsure

Clients
Nurses
Supervisors

5
2
5

2

1

Total

12

2

1

N/A

1

1

All five clients who spoke to this topic were very
concerned for the lack of continuity and the resulting
business like,

get-in-and-get-out attitude of the nurse who

does not come regularly.

The recurrent theme is one of

dissatisfaction with the affective qualities and
communication skills,

as well as the lack of listening.

Some expressed less than ideal satisfaction with
prototype who rushes through the procedure,
to how it is done,

a nurse

doesn't listen

and then completes the procedure in such

a way that the dressing falls off before the nurse's car is
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out of sight.
nurse visit,

If this is an accurate perception of the
the question of what this means for quality of

care and the reputation of the agency which in some part is
dependent on good will to generate its clientele needs to be
addressed.
Nurse data on this subject are mixed.

The two full

time nurses who participated in the study valued continuity
and perceived the per diem staff as less effective than they
were.

The evening nurse and per diem nurse indicated they

felt there was a role for the per diem and it does not
follow that quality of care is necessarily compromised.

One

rationale advanced to support the per diem nurse is that the
quality of the nursing lies within the person's capacity and
willingness,

and less in the hours or shift she works.

One

nurse was unsure about her feelings about the per diem
nurses,

and could actually see cost and benefit in using

their services.
Nurse supervisors removed the issue from the category
of employee and spoke to their concerns for continuity more
globally.

Supporting continuity because it is related to

client well being and progress,

the supervisors championed

nursing care that is continuous and consistent.
Outcome indicators of effective nursing care were not
well conceptualized by the majority of subjects in this
research.

Findings in this regard described in Chapter IV

did not provide a clear picture of how effective home care

135

nursing outcomes could be conceptualized.

This

finding

supports the review of the empirical literature in Chapter
III which only produced a single outcome study of patient
satisfaction.

Implications

The implications of this research are reflective of the
data which derived from the interviews.

In reviewing the

literature two salient themes were identified:
1.

Home care nursing is very susceptible to losing its

identity because of a series of social changes which
threaten its economic and philosophic base.
2.

There is a dearth of published clinical

examining effectiveness in home care.
to change as the ANA involves itself

This

study
is projected

in effectiveness

and outcome activities.
The linking of the global themes in the literature review to
the data

from this research is necessary to shed light on

the practice of effective home care.
changing political,
contemporary life,

economic,

it

and social changes in

and given how these changes affect health

care delivery in general,
particular,

Given the rapidly

and community health nursing in

is

important for the specialty to understand

its own practice.

This understanding should allow it to be
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in a better position to respond to the changing needs of
society, without a compromise in quality.
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APPENDIX A

INFORMATION FORM FOR CLIENTS

VNA of Central Mass.
Worcester, MA 01608
July, 1990

Inc.

Dear Patient,
As a nurse and graduate student in the School of
Education at the University of Massachusetts, I am
requesting your participation in a research study.
My experience as a nurse, a student, and an educator
make me very interested in the topic of effective home care
nursing.
Because there are so many variables that influence
today's nursing practice, I believe nursing needs to be
really clear as to what constitutes effective practice in
order to serve patients effectively.
Many factors are thought to be important to effective
practice, yet what are those factors?
And do they differ
depending on whether you are a patient, a nurse, or a
nursing supervisor?
My study has been designed to identify what constitutes
effective home care nursing practice from the three
perspectives named: the patient, the nurse and the nurse
supervisor.
In order to carry this out, I am asking for
your permission to conduct a taped interview in which I will
ask you to describe your perceptions of effective home care
nursing.
The information you give will be combined with
that from others to determine themes or trends.
All
information will be kept confidential.
Your name will not
be used to identify the data in any way.
You are free to
withdraw from the study at any time.
There is no known risk
or benefit to you.
Your choice of participating will not
affect your status in the Agency in any way.
Because you are currently a patient, I believe your
opinions and ideas could be very valuable.
Please feel free
to ask me any questions you have about this study and your
role in it.
Thank you for your assistance.
Sincerely,

Valerie McCarthy, R.N.,C
Doctoral Candidate
University of Massachusetts
Amherst, MA

APPENDIX B
INFORMATION FORM FOR COLLEAGUES

VNA of Central Mass.
Worcester, MA 01608
July, 1990

Inc.

Dear Colleague,
As a nurse and graduate student in the School of
Education at the University of Massachusetts, I am
requesting your participation in a research study.
My experience as a nurse, a student, and an educator
make me very interested in the topic of effective home care
nursing.
Because there are so many variables that influence
today's nursing practice, I believe nursing needs to be
really clear as to what constitutes effective practice in
order to serve patients effectively.
Many factors are thought to be important to effective
practice, yet what are those factors?
And do they differ
depending on whether you are a patient, a nurse, or a
nursing supervisor?
My study has been designed to identify what constitutes
effective home care nursing practice from the three
perspectives named: the patient, the nurse and the nurse
supervisor.
In order to carry this out, I am asking for
your permission to conduct a taped interview in which I will
ask you to describe your perceptions of effective home care
nursing.
The information you give will be combined with
that from others to determine themes or trends.
All
information will be kept confidential.
Your name will not
be used to identify the data in any way.
You are free to
withdraw from the study at any time.
There is no known risk
or benefit to you.
Your choice of participating will not
affect your status in the Agency in any way.
If you agree to participate, please let Jane Johnson
know by Friday, July 27, 1990.
I will then contact you to
set up a convenient time for your interview.
Thank you for your assistance.
Sincerely,

Valerie McCarthy, R.N.,C
Doctoral Candidate
University of Massachusetts
Amherst, MA
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APPENDIX C

INTERVIEW QUESTIONNAIRE

As I described earlier, I'm interested in finding out
what you think about effective home care nursing.
I
want to understand your point of view as a _
(supervisor, nurse, client).
Could you tell me, from
your point of view, what is effective home care?

How would you describe an effective home care nurse?

When you think of an effective home care nurse,
behaviors does that nurse demonstrate?

what

Which behaviors are essential and required vs simply
nice to have?

What behaviors make a home care nurse ineffective?

Is there anything else you feel is important to discuss
about the topic of effective home care nursing
behavior?
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